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Organized Medicine Will Prevail* 


Sam A. McKeEeg., M.D. 


My Friends and Fellow Physicians: 

Were I to be granted a single wish in 
rising to address this assembly, it would 
be that you, my esteemed associates, 
would be as impressed today as I have been 
impressed throughoyt the past years by 
the tremendous responsibilities placed up- 
on us. 

We are servants of humanity and have 
a humanitarian service to perform which 
can be best accomplished by organiza- 
tion, cooperation and education. 

I am heartily glad to be with and of you. 
It is just such meetings as this which in- 
sure to our profession its healthy life and 
vigorous growth. I do not refer to its 
numerical increase; and still less have I in 
mind its pecuniary rewards, although 
these, let us hope, keep step with its scien- 
tific advance. 

It is this coming together of earnest 
men—each with his individual experi- 
ences, but all with a single engrossing 
purpose—which keeps our beloved science 
abreast of the times and ever ready for 
the next forward step. The full and can- 
did presentation of our varied experiences 

our mistakes and failures, no less than 
our successes—makes possible intelligent 
comparison, stimulates suggestion and 
leads to discussion out of which each of 
us surely may gather somewhat of profit. 

My next word naturally, is one of ap- 
preciation to you for the honor that you 


*Presidential Address before Oklahoma State Medical As- 
sociation, Annual Meeting, Tulsa, May, 1937. 


have bestowed upon me. I want to thank 
you gentlemen of the Oklahoma medical 
profession for the confidence you have 
placed in me to act as your executive for 
the ensuing vear. I shall approach my re- 
sponsibility with a sense of inadequacy. I 
shall need the help of every one of you. 
I am yours to command. 


I desire to help where and when I can 
and to hold fast to the traditions of the 
sound science and sensible practice of 
medicine in Oklahoma. This is a wonde! 
state wholly in need of confidence in her- 
self and all her people. She can call upon 
her doctors and I pledge that she will find 
them able and willing. 


For our confidence in her welfare we 
shall expect confidence in our organized 
profession. I pledge my interest in your 
problems. I enlist your further enthusias- 
tic participation in organized medicine. If 
we stand together we can accomplish any- 
thing. Divided by silly differences we are 
all surely to fall heir to practices and poli- 
cies that would modify the expression of 
the wonderful doctor of tomorrow. He is 
our responsibility. We shall not fail him 


In taking on the duties of president, | 
shall not be less active than I have been 
in my effort to promote the interests of 
our association, but will strive to justify 
the confidence implied in my election to 
this responsible position. 

“It is hardly an exaggeration to sum- 
marize the history of four hundred years,” 
said President A. Lawrence Lowell of Har- 
vard University, “by saying that the lead- 
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ing idea of a conquering nation in relation 
to the conquered was in 1600 to change 
their religion; in 1700 to change their laws; 
in 1800 to change their trade; and in 1900 
to change their drainage. May we not say 
that on the prow of the conquering ship 
in these four hundred years, first stood 
the priest, then the lawyer, then the mer- 
chant, and finally the physician.” 


The medical profession has done more 
for the race than has ever before been ac- 
complished by any other body of men. 
These gifts to the people have come in the 
form of vaccination, sanitation, anesthesia, 
antiseptic surgery, the science of bacteri- 
ology and the art of therapeutics. 


For devoted service, for the highest ex- 
pression of generosity and good will, the 
physician occupies a place quite incom- 
parable. The story told by Ian McLaren 
in the “Bonnie Brier Bush” of old Dr. 
McLeod is not exaggerated or overdrawn. 
It is a tale that may be duplicated in any 
community. One must believe concerning 
men of this type that they are motivated 
by the highest of impulses, and that their 
ministry is associated with that of the 
Master, who never turned away from 
those who were bruised and broken in 
body. 

Like a team of two horses slowly pulling 
a heavy load out of the mire, the family 
physician and the specialist are, side by 
side, slowly but surely liberating the hu- 
man race from the bondage of disease. 
Their combined value cannot be measured 
in dollars and cents, but rather in years of 
additional life. Together they constitute 
the greatest team on earth. 


Florence Fisher Parry writes: “Nothing 
can take his place—not priest, nor minis- 
ter, nor all the clinics that science can 
provide. There is a rapport and a confi- 
dence between him and his patient which 
has been known to accomplish miracles, 
and restore to the breasts of mothers, 
babies about to die, and to the arms of 
lovers, beloved turned back from death. 
There’s something about the very pres- 
ence of the doctor that casts out fear, melts 
apprehension, breaks down suspense, per- 
forms the simple miracle of Faith.” 


Did you ever stop to realize that the 
medical profession is a truly altruistic pro- 


fession? It is the only profession that has 
as its highest ambition the elimination of 
the very cause for its existence—the elim- 
ination of disease. This fact alone should 
lead the general public to a very high ap- 
preciation of medical service. 


Modern medicine is a heritage from de- 
voted scientists who have lived and la- 
bored in other days. We are in a literal 
sense “the heirs of the ages.” 


There is a man whom we all delight to 
honor. He adventures bravely through un- 
explored regions. He makes a path where 
none ever trod before. He faces the dan- 
gers of the unknown and makes them 
known. He grapples with untried experi- 
ences and tames them for the use of men. 
He endures hardship in order that those 
who come after him may enjoy comfort. 
He is called the Pioneer. 


We have particular reason for honoring 
the pioneer doctor. Who better than we 
should know the value of his untiring 
labors? Who more than we have seen the 
currents of health and happiness flow 
along the trail that he blazed? Who more 
than we have tasted the sweet fruits of 
his bitter experiences? All honor to the 
Pioneer Doctor! 


If some debt collector should attempt to 
collect what we owe to those who lived 
before us, he would have on his hands a 
job that he never could finish. 


Somebody ought to place a sign high up 
in the sky where all physicians could read 
it: “Beware lest you forget your fore- 
fathers and their labors for you.” 


All we need to do at this point is to let 
memory do her perfect work and bring 
back to us the story of the early develop- 
ment of medicine. 


The physician is by nature an individ- 
ualist. He elected to study medicine be- 
cause he felt he could have freedom of 
thought and action in that field. As civil- 
ization developed he came to realize he 
was dependent, more or less, on his fellow 
physicians. It was then his problem to seek 
out others in his profession who shared 
with him his broader vision. Out of this 
realization grew what we are pleased to 
call organized medicine. 


Organized medicine is governed by and 
governs through a code of ethics, self-im- 
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posed, self-administered. No professional 
man has more privileges accorded him 
than the doctor. From the caduceus on his 
car, which allows him parking privileges 
beyond the common run, to his profession- 
al secrecy which may be invaded only 
by order of the court, the doctor is en- 
dowed with prerogatives denied the others. 
This is no gratuitous honor conferred on 
the doctor. The privileges come as the 
obverse of his responsibilities. But what- 
ever their source, the doctor does have 
uncommon privileges, and these must be 
safeguarded by professional supervision, 
lest they be exploited. 


Since the most ancient of times medical 
men have been governed by a code of 
ethics. The precepts differed accordingly 
as the code was Egyptian, Greek, early 
Christian or medieval, but through all 
there ran the guiding moral conception of 
the duties and obligations of the physician. 
The oath of Hippocrates, framed in days 
when Greek medicine was in its glory, is 
the pledge of the medical man today, given 
as he is invested with the dignity of his 
calling. 


“I swear by Apollo the Physician,” so 
runs the oath, “and Aesculapsius and Hy- 
geia, and Panacea, and all the gods and all 
the goddesses—and I make them my 
judges—that this mine oath and this my 
written engagement I will fulfill so far as 
power and discernment shall be mine. 


“So far as power and discernment shall 
be mine, I will carry out regimen for the 
benefit of the sick, and will keep them 
from harm and wrong. To none will I give 
a deadly drug, even if solicited, nor offer 
counsel to such an end; likewise to no 
woman will I give a destructive supposi- 
tory; but guiltless and hallowed will I 
keep my life and mine art. 


“Into whatsoever house I shall enter I 
will go for the benefit of the sick, holding 
aloof from all voluntary wrong and cor- 
ruption, including venereal acts upon the 
bodies of females and males whether free 
or slaves. Whatsoever in my practice or 
not in my practice I shall see or hear, amid 
the lives of men, which ought not to be 
noised abroad—as to this I will keep si- 
lence, holding such things unfitting to be 
spoken. 


“And now if I shall fulfill this oath and . 


break it not, may the fruits of life and art 
be mine, may I be honored of all men for 
all time; the opposite, if I shall transgress 
and be forsworn.” 


To this ancient pledge have been added 
such ethical precepts as the exigencies of 
modern times require, but the spirit re- 
mains the same. And this spirit is em- 
bodied, nurtured and preserved by that 
fraternity of practitioners whom we have 
learned to- collectively call organized med- 
cine. The doctor has been lampooned by 
the clown and the wit. He has been eulo- 
gized by the best of men. But it is a fact 
that dealing as he does with life and death, 
practicing an art wherein, as Hippocrates 
observed, “experience is fallacious and 
judgment difficult,” he needs the sustain- 
ing fellowship of his confreres, to teach 
and to learn, to compare notes and to 
match experiences, to hold common coun- 
sel on what concerns the profession and 
what affects mankind, and mostly so that 
the great honor and the great responsibili- 
ties of the physician be never lost sight 
of. For it is true, as it was said in ancient 
times that “men in no way approach so 
nearly to the gods as in giving health to 
men.” 


Since we have had organized medicine 
we have made more progress and the 
science of medicine has reached a higher 
plane than was possible had each one con- 
tinued in his isolated and selfish life. It is 
our belief that we are outstripping all 
other professions in progress and develop- 
ment today. We are ever looking forward 
and blazing the trail for others. 


As proof of this statement I submit this 
thought: While the clergy may clothe his 
sermon in different phraseology, the plan 
of salvation has not changed since Christ, 
while dying on the cross said: “It is fin- 
ished.” 


The legal profession, although they 
write the laws by which we are governed, 
are constantly looking back for a prece- 
dent. They search their volumes for cases 
similar to the one under consideration and 
seek to convince the court that a case like 
this one was decided in a certain way, and 
the judge on the bench is ever ready to 
lend a listening ear to the old ruling. 


The teacher, whose business it is to im- 
part knowledge and inculcate high ideals, 








156 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


has increased many folds in numbers, but 
with a knowledge of the vast amount of 
crime throughout the world today, I 
seriously doubt if they are doing as good 
a job as teachers did two or three genera- 
tions ago. 


To keep our progress, we must keep 
abreast of the times. The golden rule must 
be closely adhered to and we must be more 
liberal in letting the world know what or- 
ganized medicine has done for ‘society in 
general. 


The benefits of the medical profession 
to the general welfare is but little under- 
stood and less appreciated. Where would 
we be today if medical science had done 
nothing toward the control of smallpox, 
diphtheria, typhoid fever, malaria, etc.? 
What would happen if the doctors would 
go on a sit-down strike for ten years? 


The Surgeon General is now making a 
drive to stamp out syphilis. Does anyone 
speculate on the stand the medical pro- 
fession will take in that most laudable un- 
dertaking? And does anyone have any 
doubts as to the results of this drive? It is 
my prediction that syphilis will be as 
scarce in another century as is smallpox 
now, although a greater per cent of the 
human race than ever before is suffering 
from syphilis. 


Here in Oklahoma we have been de- 
prived of our medical extension course 
because the laymen in authority did not 
understand and appreciate our efforts. It 
is my hope that we will be able to get this 
phase of our work re-established before 
this year has come to a close. This is very 
important to both the profession and the 
general public since it gives many doctors 
an opportunity to take post-graduate work 
who otherwise could not do so. 


The efficiency of Oklahoma physicians 
compares favorably with that of other 
states. Our scientific programs at our an- 
nual meetings are as good as you will hear 
anywhere and our meetings are well at- 
tended as compared with other states, but 
we do not have the full cooperation of the 
membership in our efforts to secure need- 
ed legislation. It is my hope that we will 
become more legislative-minded and that 
more of our members will aspire to office 


in the legislature. And if physicians are 
unwilling to serve in that capacity, it is 
hoped our members will be able to agree 
on men who will be friendly to our pro- 
fession and who will assist in passing laws 
beneficial to the public in general and not 
biased against us. 


Since Oklahoma came into the union as 
a state, our profession has not been 
favored by laws fair to us and yet we have 
forged forward and we are keeping our 
organization intact. We are going to main- 
tain the organization. We realize our re- 
sponsibility to society and we are ever 
ready to assume it. 


So long as the sun shines, so long as the 
water flows, until this earth is covered in 
total darkness and the temperature at the 
equator is as frigid as it is in the Arctic 
circle, until pain and anguish in the human 
body have ceased, and man has disap- 
peared from the face of the earth, there 
will be a demand for medical service and 
in Oklahoma that demand will be supplied 
by organized medicine. 


A house divided cannot stand. Its ene- 
mies seek to make divisions so they may 
enter. Let us present a strong undaunted 
front and follow organized medicine to 
victory. 


Thank you! 


£)- 


How Many Need Help? 


Within a small margin of error, about fifty per 
cent of the population goes through the year with- 
out any illness. Fifty per cent of the illnesses of 
the other half are not disabling. One-half of the 
remainder, or about twelve and one-half per cent, 
are of a minor character, such as the common cold, 
and involve a disability of less than a week. This 
leaves about twelve and one-half per cent who 
have serious illness and an expense for wage loss 
and for medical care sufficient to constitute a real 
problem. Of these, many are able to meet the 
necessary expense from their own savings, by de- 
ferred payments or from regular income, just as 
they meet other extraordinary expenses. Thus it 
seems reasonable to assume that five per cent— 
certainly less than ten per cent—of the total pop- 
ulation are unable to meet their sickness ex- 
pense without great sacrifice. This is still enough 
of a problem always deeply to concern organized 
medicine. 


It is a testimony to the accuracy of these figures 
that when county medical societies have set up 
machinery to provide medical service for those 
otherwise unable to obtain it the number served 
has almost invariably been between three and five 
per cent of the total population——Journal A. M. A., 
February 20, 1937. 

















JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 157 


‘Time Marches On!’’* 


H. F. VANpDEvER, M.D. 


“Time marches on!” And in its un- 
changeable and plodding course has 
marked the end of the career of several of 
our colleagues both in the profession and 
in our chosen specialty. We pause to pay 
respect to these men who have been hon- 
est in the discharge of their obligations to 
humanity and have left many noble and 
enduring qualities to be emulated and used 
as a guide and pattern to those of us who 
must pick up their obligations and dis- 
charge them as worthy brothers in a be- 
loved fraternity should do. 


Some of our number:will be missed 
more particularly by the profession, since 
during their life they lent much energy in 
keeping alive and active the Medical So- 
ciety. Others nearly unknown to the sec- 
tions and profession but idealized and 
loved by the patients and society are just 
as important in their sphere of activity 
as the first. 


To all we pay our respects for their ad- 
mirable qualities, both professional and so- 
cial; and to their families we extend our 
sympathy and if need be our help as our 
token of consideration for the services that 
they have rendered to our profession. 


Ever so often in our business we take 
invoice to see in terms of dollars and cents 
whether we are getting ahead, or suffer- 
ing loss. As a profession it is well for us 
to stop long enough every now and then, 
to evaluate the esteem with which we are 
held by the community at large. It is so 
easy for us to become so enwrapped with 
our own affairs and our professional 
duties, that we become careless of the con- 
sideration by which we are valued by our 
community. It is both easy, and common 
for one to become more or less an intro- 
vert because of these facts. All of us must 
be on our guard to ward off such indiffer- 
ence. It is not enough to be capable in the 





*Chairman’s Address, Eye, Ear, Nose and Throat Section, 
Soneel Meeting, Oklahoma State Medica! Association, Tulsa, 
ay, 1937. 


ENID 


treatment of patients, we must also be 
popular and fascinating to them. Much of 
the slip in favorable consideration by the 
public for the profession is due to this lack 
of participation by the profession in the 
issues that are of more or less importance 
to all alike. To fail to give our talent, be 
it great or small, in the community life of 
our locality is to allow our relations to 
suffer the consequent disregard, unfavor- 
able criticism and many times positive dis- 
approval. This is all due to the misunder- 
standing that develops because there is 
lack of positively known connection by the 
physician to the issue thought to be im- 
portant to the life of the community. 


I personally think we know many things 
in our own profession of scientific inter- 
ests to the laity that we should, as the 
only doctor of a town or as the doctors of 
a town where no medical society exists, 
impart a lot of this knowledge directly to 
the people. By such action and interchange 
of opinions, much will be learned by both 
the doctor and the individuals who make 
up his patients. The other branches of the 
healing art are continually trying to sell 
their concepts of what they profess to 
possess. The result of all of this is that a 
portion of the public has: no definite 
knowledge of ‘the difference between an 
osteopath, chiropractor, horse-doctor, vet- 
erinarian, optometrist, optician, occulist, 
or M.D. We can do much to cause a clearer 
understanding of the difference in how the 
various branches of healing treat and heal 
if we will explain such things every time 
the opportunity affords. 


Medicine has much it should be proud 
to present. Dr. Ramon Posse, pioneer South 
American plastic surgeon, was sent to the 
United States by the Argentine govern- 
ment to study American hospitals and 
medical centers. He is in a position to con- 
trast American and European methods be- 
cause he has just finished a four-year 
study of medicine and medical research in 
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France, Germany and Austria. Should the 
government of Argentine follow Dr. 
Posse’s suggestion, young Argentine med- 
ical students who, almost to a man have 
been going to Europe for advanced medi- 
cal study will in the future come to Amer- 
ica. He says “the United States is far 
ahead of health-insurance-ridden Europe 
in the matter of advanced medical study.” 


The sections of scientific medicine of the 
United States represent the foremost in 
the world today. The sections of ophthal- 
mology and otolaryngology of the Ameri- 
can Medical Association are second to none 
in programs and original research work 
being produced. 


OBSERVATIONS 


We know that drainage from the an- 
trum takes place through the natural open- 
ing in the middle meatus. It makes no dif- 
ference if there be a permanent large hole 
in the lower meatus, drainage will occur 
through the normal opening. This knowl- 
edge explains many failures in attempts at 
cures of the antrum by efforts of drainage 
alone. 


Allergic conditions in the nose is a very 
definite etiologic factor in many cases of 
obscure headaches. Occasionally these 
simulate an eye headache. Some mild well- 
directed treatment for these conditions is 
most greatly appreciated by such sufferers. 
In my hands better results are obtained 
from ionization of antrums, for infection, 
than from any other method of treatment. 
I am sure ionization has a valuable place 
in selected cases in the field of otolaryn- 
gology. 

The operative work that is being done 
in the study of glaucoma by Barken, I feel, 
will give us an operation that will have 
some real and lasting benefit. 


The effects of vitamins upon the devel- 
opment of the eyes in the embryo prom- 
ises some very interesting, enlightening 
and effectively beneficial facts that may 
be made useful, if adopted, in the preven- 
tion of anomalies and blindness. 


The tears have a definite lysozymatic 
action. In cases of ulcers, interstatial kera- 
titis and all other cases marked by epi- 
phora, there is a lessening of the lysozy- 
matic action of the tears which probably 
explains why these cases are so resistant 


and unresponsive to treatment. Whether 
this is due entirely to dilution or to al- 
teration in the lysozym due to the disease 
is not known. ° 


Inisikonia has in the past few years 
come in for its share of attention. No 
doubt, we will eventually work out a 
standardization of the application of the 
facts now known, which will enable us to 
render comfortable a certain percentage of 
people who suffer from refractive discom- 
fort in spite of our present most meticu- 
lous refractive methods. 


I am certain that all of us would im- 
prove our refractive results if we would 
adopt as routine practice and make use of 
a good retinoscopy. 


There is much being done to stimulate 
the orthoptic branch of ophthalmology 
and while in my hands it has been dis- 
appointing on the whole, as a procedure 
for a lazy man, yet I realize that it has 
possibilities that may justify its practice 
in properly selected cases. 


Infectious mononucleosis is coming in 
for its share of attention. I would like to 
know something definite about it. I recent- 
ly treated a case with twenty thousand 
units of antidiphtheritic serum and two 
shots of bismuth that immediately cleared 
up. Treatment was given on Thursday and 
patient was practically well the following 
Sunday. After I had given the antidiph- 
theritic serum, I had the local laboratory 
give me an opinion on a couple of smears 
that I had taken directly from the throat; 
they reported no diphtheria but fusiform 
bacilla and spirillum. Following this, I re- 
ceived a positive laboratory diagnosis from 
one of the most authoritative sources in 
the state that this was a case of mononu- 
cleosis; and that it would be some three 
weeks in clearing up. I am not certain 
that “infectious mononucleosis” is a disease 
entity. I am of the opinion that this blood 
syndrome results, probably, from some 
several infections and is of no more sig- 
nificance than a leukocytosis with a par- 
ticular nuclear shift. 


One thought that I want to make “stick 
out” is that we can think of this new, nice 
sounding diagnosis, but like all other 
things new, let us not forget that a good 
clinical eye coupled with more or less ex- 
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perience is the greatest and surest means 
of diagnosis that is given the medical man 
for his reliable and constant use. 

I don’t want to be understood as un- 
dervaluing or decrying the use of the 
laboratory. I believe that the majority of 
the profession and their patients would be 
better off, were they to use the laboratory 
more. 


Let us, however, never depend on or 


allow the laboratory to determine what 
diligent observation constantly reveals. To 
lean too heavily on the laboratory lessens 
one’s resourcefulness and dulls our acute 
perception of evident symptoms. 


I would dislike very much to be de- 
prived of the valuable aid rendered me by 
the laboratory. I refuse to be ruled by its 
findings except in cases of acknowledged- 
positively known facts. 





Some Remarks on Prostatic Resection * 


E. HALSELL Fite, M.D., F.A.C.S. 
MUSKOGEE 


In 1934 I wrote a short article which 
summarized my beliefs at that time with 
regard to prostatic resection. In reviewing 
that article before writing this paper I was 
surprised to find how little my views had 
changed with regard to what I consider 
the essentials of prostatic resection. I have 
learned many things about resection since 
then both by my own experience and by 
the experience of others but somehow the 
impressions which I received from my 
first fifty cases seem to be more or less 
those which I have today. 


It is a unanimous opinion among all 
authorities that prostatic resection is not 
a minor surgical procedure but is a major 
procedure and is fraught with all sorts of 
dangers and pitfalls. It is a procedure de- 
manding meticulous attention to details at 
all times. Furthermore, it is a procedure 
which should only be attempted by a 
skilled, well-trained operative cystoscopist 
who has made a thorough study of the pro- 
cedure. The general surgeon and the occa- 
sional cystoscopist had better for his own 
sake, as well as the patient’s, leave the 
procedure strictly alone and if he must do 
prostatic surgery had better confine him- 
self to the suprapubic route by which fair- 
ly good results can be obtained with 
scarcely any special training or skill. I 
don’t believe the urologist need fear that 
the operation of vesical neck resection will 





*Chairman’s Address, Urologic Section, Oklahoma State 
Medical Association Annual Meeting, Tulsa, May, 1937. 


ever be taken from him by the general 
surgeon. It is too difficult and too techni- 
cal a procedure. 

My views-of what constitute adequate 
preparation for a vesical neck resection 
have changed somewhat. I have a definite 
routine for examination of these cases to 
which I try to adhere as closely as possible. 
This includes history, physical examina- 
tion, determination of residual, cystome- 
try, Wasserman tests, a phenol-sulphon- 
thalein kidney functional test divided into 
five one-half hour periods, blood urea and 
creatinine determinations, a flat genito- 
urinary x-ray and air cystogram, electro- 
cardiograph, and quite often cystoscopy. 
The patient is always passed. upon by the 
internist as to the condition of his cardio- 
vascular system and lungs. Cystometry is 
easily done and can consist only of deter- 
mining the amount of fluid in the bladder 
that produces the first urge to void and 
the complete capacity. The first urge to 
void or feeling of fullness should come be- 
tween one hundred fifty and two hundred 
fifty cc. in normal bladders. This test and 
the Wasserman tests will rule out neuro- 
logic or cord bladders. Quite frequently a 
tabetic bladder may be seen where there 
is apparently some hypertrophy of the 
prostate, the resection of which without 
relief of residual or symptoms is rather 
embarrassing to the resectionist. 


The phenolsulphonthalein test divided 
into five one-half hour periods gives an 
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idea of whether the kidney function is de- 
layed. If the high point is in the first 
periods the function is probably as good 
as can be obtained, while if it is in the 
last ones treatment may improve the kid- 
ney function. This test together with the 
blood urea and creatinin gives a satisfac- 
tory estimate of the kidney damage. Gen- 
erally I consider if these are satisfactory, 
the cardio-vascular condition is satisfac- 
tory, and the patient is free from tempera- 
ture that the patient is ready for operation. 


Cystoscopy, pre-operatively, is done if I 
consider there is some feature of the case 
which should be cleared up before opera- 
tion. However, where possible the proced- 
ure should be avoided because of the fre- 
quency of severe febrile reactions follow- 
ing it in these old men. 


The patients are not now put through 
any period of pre-operative catheter drain- 
age unless there is a large residual which 
should be gradually decompressed, a much 
decreased and delayed kidney function, or 
there is severe urinary infection with 
temperature. The catheter drainage in- 
creases the chance of infection, especially 
epididymitis, and prolongs hospitalization. 
In cases of severe urinary infection, cases 
which are quite debilitated and cases of 
severe cardio-vascular disease a supra- 
pubic drainage is often the best procedure. 
Following the drainage the patient may be 
sent out of the hospital with the supra- 
pubic drain still in place to wait several 
months if necessary before returning for 
resection. Some men contend that if a 
suprapubic cystotomy is done the patient 
might better be later handled by supra- 
pubic prostatectomy, but I do not agree 
in this as I am sure I have handled several 
patients by suprapubic cystotomy and re- 
section with very little reaction who could 
never have survived a suprapubic enuclea- 
tion of the gland. The suprapubic cystoto- 
my also lessens the danger of hemorrhage 
following resection. 


At operation all the prostatic tissue pro- 
jecting into the urethra should be re- 
moved. The lateral lobes should be resect- 
ed to such an extent that the bladder walls 
slope directly into, i. e., are flush with, the 
prostatic urethra. The median lobe tissue 
should be resected until the trigone can be 
seen from the region of the veru and there 


is no obstruction at the point where the 
trigone meets the resected area. There is 
always an apparent rise at this point and 
care must be taken not to resect the whole 
trigone in removing the apparent rise. A 
retrograde telescope is a great aid here in 
determining when the median lobe has all 
been resected. Davis advises resecting the 
lateral lobes within the prostatic urethra 
until when viewed from the veru they 
present a scooped out appearance with the 
narrow points at the vesical neck and 
veru. Great care should be exercised to 
locate and not resect the veru as this is 
the guide to safety. Resection of gland be- 
yond this point or extensive coagulation 
in the region of the veru may injure the 
external sphincter and result in a perma- 
nent incontinence. The resection of the 
gland should be extensive enough to thor- 
oughly remove all obstructing tissue and 
tunneling or furrowing the gland in the 
hope of shrinkage is to be condemned. 
However, it is my practice when the ques- 
tion arises as to whether or not enough 
gland has been resected to stop a little 
short rather than to go too far. There can 
always be another operation. 


Hemorrhage seems to be the complica- 
tion most often occurring. The best insur- 
ance against hemorrhage is to be sure of 
removal of an adequate amount of tissue 
and to control all bleeding in the operating 
room before sending the patient to his 
room. As little coagulation as_ possible, 
however, should be done as those cases 
that have had extensive coagulation are 
more apt to have severe secondary hemor- 
rhage. I have had one case of primary 
hemorrhage which resulted from my send- 
ing a case from the operating recom before 
his blood pressure had stabilized. Within 
an hour he was having very bloody urine. 
He was returned to the operating room 
and one bleeding point coagulated clearing 
the urine. My two cases of secondary 
hemorrhage both occurred in men who re- 
fused to believe the procedure was dan- 
gerous and did not follow instructions. 
The hemorrhages occurred on the seventh 
and eighth days, respectively. In neither 
case after evacuation of the clots could a 
bleeding point be found. 

Hemostatic bags, such as the Jarman 
bag, are of great value in controlling post- 
operative oozing. I, however, had one dis- 
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agreeable experience which I will pass on. 
Following cessation of any oozing in a 
case in which I was using a bag I removed 
about two-thirds of the fluid in the bag 
and left the rest in to act as a self-retain- 
ing catheter. The patient proceeded to 
pull it out that night dilating the external 
sphincter or tearing it and the man has 
been incontinent for six months with no 
apparent improvement. This is the only 
case I have had that has developed perma- 
nent incontinence. Other urologists have 
told me that they have had temporary in- 
continence result in cases where they have 
used bags, particularly where they par- 
tially deflated them and left them in for 
a time. 


My post-operative treatment is very 
simple. A No. 24 F multiple eye soft rub- 
ber catheter is placed in the urethra as an 
indwelling catheter. This is connected by 
sterile rubber tubing to a sterile bottle at 
the side of the bed. The patient is then 
given water by mouth and saline intraven- 
ously to irrigate the bladder by means of 
the urine. The nurse watches the catheter 
to see that there is a constant drip and in 
case the catheter becomes stopped by a 
clot she may irrigate the catheter and at- 
tempt to remove the clot by suction. If 
any difficulty is experienced she is to call 
me immediately and not continue in her 
attempts. I believe that it is almost im- 
possible to keep these patients from de- 
veloping some infection in the bladder 
but every sterile precaution should be 
taken and frequent irrigation of the cathe- 
ter is one of the best ways I know of as- 
suring a full blown infection. 


The catheter is removed in from one to 
five days, according to the clearing of the 
urine and other factors regarding the pa- 
tient. It is preferable to remove the cathe- 
ter in from twenty-four to forty-eight 
hours. Leaving it in longer predisposes to 
urethritis and stricture of the urethra. If 
the patient is able to void a good forceful 
stream the catheter is not reinserted. 
There are a certain number of cases who, 
due to edema or inflammation about the 
bladder neck, will be unable to void at 
first. In these I usually insert a small 
catheter, fourteen or sixteen F, and wait 
two or three days longer. They are then 
usually able to void satisfactorily. If they 
are not it generally means that more tis- 


sue has encroached on the urethra and a 
second operation is necessary. This is 
sometimes unavoidable and should be con- 
sidered in the pre-operative talks with the 
patient to prevent embarrassment. I have 
had to operate about four cases the second 
time, one unintentionally. One case with 
a large prostate and severe diabetes was 
operated three times with a final excellent 
result. 


My series consists of something over two 
hundred resections at the present time. 
These have varied from median bars to 
huge prostates and have in no way been 
selected cases. I have not found it neces- 
sary to do a suprapubic prostatectomy 
since I started resections and I am sure I 
have resected some cases who could not 
have possibly survived a prostatectomy. I 
have had one death which occurred about 
seven days post-operatively, due to a sep- 
tic femoral thrombosis with general septi- 
cemia. One patient who had had a pre- 
vious apoplectic stroke developed a hema- 
plegia on the third post-operative day and 
died about six weeks later. If both of these 
cases are considered operative deaths the 
mortality would still be slightly less than 
one per cent. 


The majority of men writing on resec- 
tion concede that resection is not applica- 
ble to huge prostates. I, however, believe 
that by multiple operations these can be 
better handled than by prostatectomy or 
at least as well. If in dealing with a large 
prostate I meet with marked bleeding I 
cut away as much as possible, control the 
hemorrhage and then wait a -week and re- 
peat the operation. At the second opera- 
tion the bleeding is usually negligible and 
the resection much more simple. 


In the management of carcinoma of the 
prostate, I have found resection of great 
value. The obstructive symptoms are re- 
lieved as is much of the pain for some 
reason. In the few cases I have resected 
I have not yet had to repeat the operation 
though all are under three years as yet. 
There is no doubt in my mind that the 
procedure is the most satisfactory method 
I have tried for the management of these 
cases. Of course, it is only palliative and 
not curative but any procedure which will 
bring comfort to this most distressing type 
of case is certainly a boon. 
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In closing I want to condemn a practice 
that will certainly help to bring discredit 
on the procedure of resection and injure 
the reputations of resectionists who in- 
dulge in it. That is the practice of being a 
traveling urologist, or the urologist having 
an internist, general practitioner or gen- 
eral surgeon in a small town prepare a case 
for operation and decide when the patient 
is ready. The urologist then dashes up 


spectacularly, resects the case for him 
and then hits for home, leaving the after- 
care to this inexperienced man. Those who 
indulge in this kind of practice are sure to 
have many complications if not deaths. I 
insist that anyone desiring my services 
come to me rather than my going to him, 
and I think this is the safest procedure for 
the patient and the most desirable one for 
me. 





—O 


Medicine Versus State Medicine* 


Lewis J. Moorman, M.D. 
OKLAHOMA CITY 


During the past few years there has 
been much agitation about the cost and 
distribution of adequate medical care. This 
is a natural outgrowth of the changing pat- 
tern of life under altered social, economic, 
educational, industrial and political condi- 
tions as influenced by a period of unprece- 
dented scientific and mechanistic progress. 
However, physicians and patients calmly 
surveying the problem in the light of ex- 
perience are convinced that the people of 
the United States will not want any form 
of socialized medicine if they will first 
take time to carefully study our present 
system of medical care, and then compare 
the relative costs and the results achieved 
under this system with those reported in 
various European countries where medical 
service is largely under government con- 
trol through some form of compulsory 
health insurance. 


Unfortunately the American people have 
the reputation of being “down on what 
they are not up on.” In this ever-chang- 
ing, fast-going, restless, highly technical, 
mechanistic age, it behooves us to move 
slowly when we are dealing with the vital 
agencies which have to do with “life, lib- 
erty and the pursuit of happiness.” We 
should be cautious in our response to the 
high sounding call of “social and economic 
security” lest we be persuaded to “jump 
from the frying pan into the fire.” 





*Prepared for a special publicity committee of the Okla- 
homa County Medical Society. 


Your attention is called, first to medi- 
cine as practiced in this country today. 
Medicine is a school of thought sustained 
and vitalized by the continued acquisition 
of knowledge and the application of scien- 
tific facts. In the fifth century, B. C., Hip- 
pocrates, the recognized father of scien- 
tific medicine, broke away from magic 
philosophy and religious dogma and placed 
medicine under the rule of reason. 


The practice of medicine is an art which 
finds its origin in “the primal sympathy of 
man for man.” Though Hippocrates freed 
medicine from religious dogma, he was 
careful to preserve the spirit of service, 
which is religion’s most vital contribution. 
The art of medicine antedated the science 
of medicine, however the broad foundation 
laid by Hippocrates and the impartial 
spirit of service opened the way for 
science. Today the art and science of med- 
icine go hand in hand, and the highest in- 
terests of humanity demand that they re- 
main inseparable. 


Medicine accepts everything useful in 
the prevention and cure of disease and the 
alleviation of suffering. It is interesting to 
note that Prof. Theodor Gomperz, in his 
four-volume work on the Greek philoso- 
phers of the fifth century, B. C., refers to 
the oath of Hippocrates as a “monument 
of the highest rank in the history of civil- 
ization.” Gomperz also recognizes the 
thoughtful and logical sources of medicine 
when he devotes the first chapter, entitled 
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“The Age of Enlightenment” in Book III, 
to a discussion of “The Physicians,” thus 
according them first place in the advance 
of civilization. The Hippocratic oath dealt 
with medical ethics, placing emphasis up- 
on the interests of the patient. Throughout 
the ages, the principles laid down in this 
remarkable document have served as a 
guide to physicians and a protection to pa- 
tients. Four hundred years after these 
principles were propounded, they were 
found to be in harmony with the teaching 
of Jesus Christ, the great physician. Today 
they sustain the moral integrity of the 
medical profession and help to maintain 
the intimate personal relationship between 
physician and patient. 


Medicine successfully weathered the 
Dark Ages and emerged with its accumu- 
lated treasures. It has been said that 
“Greece arose from the dead with the New 
Testament in one hand and the works of 
Aristotle in the other.” It might be added 
that Aristotle, Hippocrates and Galen 
furnished the foundation for medical 
teaching and that the medical teachers 
were steeped in a knowledge of the hu- 
manities and were largely instrumental in 
restoring interest, not only in the art and 
science of medicine, but in all other cul- 
tural influences. 


Rapid strides in the art and science of 
medicine have ever safeguarded and guid- 
ed the progress of civilization. Through the 
heroic and sacrificial pursuit of science, 
and the conscientious application of its 
revealed truths, medicine and sanitary en- 
gineering have adequately matched the 
needs of a restless mechanistic age. Un- 
fortunately only physicians fully realize 
how well the challenge has been met. With 
the rapid progress of transportation and 
the consequent intermingling of all na- 
tions, with their varied diseases and their 
racial susceptibilities, we would have been 
wiped from the face of the earth if we had 
not been protected by modern methods of 
prevention and control. 


Without sanitary engineering and other 
preventive measures, the great cities of 
the world would succumb to disease with- 
in the short period of a few weeks. These 
achievements have come through accumu- 
lation of knowledge and skill, as a result 
of careful observation, scientific deduction 
and experimental methods. 


For the benefit of the antivivisectionist, 
attention is called to the fact that not only 
have animals been mercifully sacrificed 
for human welfare, but members of the 
medical profession have voluntarily sub- 
mitted to experimental methods at the 
risk of life, and some have made the su- 
preme sacrifice in order that we might 
live. 


Medicine has to its credit a long list of 
discoveries and inventions which have to 
do with the most vital interests of human- 
ity. With few exceptions, these discoveries 
and inventions have come through indi- 
vidual effort. If they had been protected 
by patents, capitalized, commercialized 
and paid for in proportion to their relative 
value, physicians and their families would 
now be in possession of much of the 
world’s wealth. The members of the medi- 
cal profession have preferred to say, this 
will prevent or cure disease; this will re- 
lieve suffering; this will save life; this is 
good for humanity and must be made 
available for all. 


In this extravagent, semi-idle, swiftly- 
moving, luxury-loving, high-powered age, 
the cost of medical care has necessarily in- 
creased. However, two things are worthy 
of note: the physician has more than 
shared the cost and he has given much 
more than medicine could have offered in 
any previous age. Mechanistic, scientific, 
and highly technical diagnostic and thera- 
peutic methods have not only taxed the 
physician’s skill and ingenuity, but they 
have touched his purse with a heavy hand. 
It is difficult for the public-to realize that 
the increased longevity, safety and com- 
fort now available through modern medi- 
cine is out of all proportion to the increase 
in cost of giving adequate medical care. 
Since physicians throughout the history 
of medicine have refused to profit in a 
large way by their discoveries and inven- 
tions, their opportunities for the acquisi- 
tion of wealth are self-limited and their 
way to heaven should be much easier than 
the progress of a camel through the eye 
of a needle. 


Humanity carries a heavy spiritual bur- 
den which only the wise family physician 
can lift. Even the minister can never guess 
what the family doctor knows. The more 
profound the secret, the more galling the 
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spiritual burden. The family physician, en- 
dowed with free initiative, is not a re- 
former; he is a mender. He takes broken 
bodies and lagging spirits and gently re- 
pairs damaged parts. He seeks to bring 
about the best possible spiritual and physi- 
cal adjustments without reference to so- 
cial, moral, or financial position. Medicine 
as now practiced in the United States is 
fundamental; it attends birth, it sustains 
life; it prevents and cures disease; it re- 
lieves suffering; it inspires confidence, it 
dissipates fear; finally it contends with 
death; if need be, it witnesses the separa- 
tion of soul and body; often it lingers to 
comfort those stricken and bewildered by 
this last great mystery of life’s incompre- 
hensible cycle. 


For twenty-five centuries physicians 
have known what the public seems to 
have suddenly discovered. I refer to the 
fact that poor people are in need of medi- 
care care. Physicians, more than anyone 
else, have realized the truth of Christ’s ad- 
monition, “The poor ye have always with 
you.” They have accepted the implication 
and for two thousand five hundred years 
they have freely and uncomplainingly 
cared for the poor. Naturally they wonder 
why the public should suddenly become so 
aroused. 


A few years ago the author had occasion 
to estimate in dollars and cents the value 
of free medical services given by the phy- 
sicians of Oklahoma City. A conservative 
estimate based upon a very low fee scale 
indicated a total of approximately one and 
one-half million dollars annually. Avail- 
able records indicated that members of the 
medical school faculty alone poured 
through the channels of the University and 
Crippled Children’s Hospitals free services 
amounting to nearly one million dollars. 
The Oklahoma City physicians are giving 
in free medical services five times the 
total budget of the Community Fund; ap- 
proximately ten times the budget of the 
Chamber of Commerce; and more than 
one-half the total cost of the city govern- 
ment, including the public health program. 


I submit certain questions for your con- 
sideration: Would there be any economy in 
replacing the present plan with a regiment- 
ed, tax supported form of socialized medi- 
cine, under an expensive bureaucratic con- 


trol? Would it not be unfair to both physi- 
cian and patient to disturb the intimate 
personal relationship which is possible un- 
der the present plan and often so essential 
in the solution of serious problems? Are 
the people of the United States ready to 
accept the cold impersonal services of an 
assigned government medical employe, or 
do they prefer to retain the right of choice 
with the hope of intimate, confidential, 
sympathetic bedside care? 


Before deciding to advocate any change 
which will threaten the integrity of the 
medical profession and rob the patient of 
what medicine has to offer, every individ- 
ual should carefully consider his own per- 
sonal interests. Remember that in spite of 
social, religious, political and economic up- 
heavals, the science of medicine has held 
fast the golden thread of truth. With un- 
daunted probity, it has faithfully pierced 
the zigzag course of civilization and now 
stands efficient, ready and willing to serve 
if spared the withering hand of bureau- 
cratic control. 


It has been said that American medicine 
is on trial and that the United States is 
facing some form of socialized or state 
medicine. In this free country, the people 
should be the judge. Next to religious free- 
dom, comes medical freedom. There should 
be no lack of interest, no blind yielding to 
political and socialistic coercion, no passive 
washing of hands with the hope of shift- 
ing responsibility. After all, medicine is 
individual; you must make your own de- 
cision. 

The above brief discussion indicates 
what medicine is, what it has done, and 
what it may do in the future if kept free 
and unhampered. Let us now look social- 
ized or state medicine squarely in the face 
and exact an honest admission of its pur- 
poses and possibilities. 

Socialized medicine may be brought 
about in several different ways. In the last 
analysis, it means medical care provided 
for and supported by groups of people. 
These groups may function independently 
or in cooperation with government 
agencies. 

State medicine is socialized medicine 


offering medical services supplied by 
government employes who are paid out 
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of tax funds. This system usually takes the 
form of so-called compulsory health in- 
surance and the costs are paid out of a 
fund which is usually composed of taxes 
exacted from the wages of employes, 
matched by the employer from income or 
capital, and in turn matched by the State 
and Federal Government. 


The evils of such a system are obvious to 
any thinking person. Yet they are so 
numerous and so vital it is difficult to 
choose for such a short discussion as this. 
I can think of no better way to bring the 
problem home than to discuss some fea- 
tures of proposed legislation. One bill now 
pending in the United States Senate and to 
be known as The Federal Health Insurance 
Law, provides for a so-called state sys- 
tem of health insurance, which, in truth, 
is a sickness tax. There is no assurance 
against ill-health. The fund from which 
benefits are to be paid shall be equal to 
“six per cent of the total of all wages peri- 
odically paid by employers to employes.” 
Not less than one-fourth of this fund shall 
be contributed from the state treasury. 
“The other three-quarters may be divided 
between employers and employes.” The 
bill also provides for an annual appropria- 
tion of $200,000,000 to be apportioned 
among the states to aid them in develop- 
ing and maintaining adequate systems of 
health insurance. Each state system shall 
be examined by the federal board and 
when approved “the board shall, out of the 
sum authorized and appropriated, annual- 
ly allot to each approved state system an 
amount equal to one-fourth of the state’s 
total fund.” 


From the long discourse on administra- 
tion contained in the bill, the following 
paragraphs are sufficient to show how 
public, casual, cold and impersonal bed- 
side medicine may become: 


“6. Administration: (a) The system 
shall be administered by a central state 
department, commission, or other agency 
or officer through a system of local pub- 
lic boards, bureaus, officers, or other 
agencies. 


“(b) The state authority shall have the 
power to establish standards of adminis- 
tration for the system, to make all such 
rules and regulations as may be required 


for the administration thereof, and to. 


amend and modify any of the said rules 
and regulations from time to time as may 
be found necessary or desirable. 


“(c) The system shall have one or 

more state and local advisory councils, 
the members to be representative of em- 
ployers, employes, and the public and the 
professions furnishing the medical bene- 
fits and to serve without salary but with 
allowances for actual and necessary ex- 
pense. 
“(g) Provision shall be made for the 
removal, after a hearing on written 
charges, of any physician or dentist in gen- 
eral practice, surgeon, other medical or 
dental specialist, hospital, clinic, labora- 
tory, or other person or agency from the 
list of those who have agreed or with 
whom arrangements have been made to 
furnish medical benefits provided by the 
system when the continued inclusion of 
such person or agency would be prejudi- 
cial to the adequate, proper, or efficient 
furnishing of the medical benefits.” 


In addition to the complicated set-up, 
the bill provides for a Federal Health In- 
surance Board to be composed of a Direc- 
tor of Health Insurance and two members 
appointed by the president with the ad- 
vice and consent of the senate. The direc- 
tor shall receive a salary of $11,000 and the 
two appointed members of the board $10,- 
000 each annually, with additional travel- 
ing and incidental expenses. The bill also 
provides an appropriation of $200,000 for 
payment of the entire expenses of the 
board. 


This constitutes a brief resume of the 
essential features of this bill, ostensibly 
designed to furnish an adequate health 
service and presumably drawn for the pur- 
pose of solving the so-called high cost of 
medical care. 


First of all your attention is called to 
the fact that this bill provides medical 
services for only wage earners in certain 
brackets. It does not care for independent 
workers, shopkeepers, farmers, and other 
groups of employes; neither does it pro- 
vide for the poor and indigent. Approxi- 
mately it would cover the same group of 
26,000,000 now on file under the Social 
Security Act. It is immediately obvious 
that the services will not be adequate in 
the matter of comprehensive coverage, 
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however the proposed group includes 
many who are able to pay for medical 
care. It is even more obvious that those 
covered by the provisions of this bill will 
not receive adequate medical care. Such 
a possibility is unthinkable; it is utterly 
impossible for the art and science of medi- 
cine to adequately meet the needs of suf- 
fering humanity under the domination and 
motivation of politically minded laymen 
endowed with the power and protection of 
bureaucratic control. 


There is no such thing as an adequate, 
regimented, red-taped, push-buttoned, gad- 
geted, medical care. If you make a trade of 
medicine, you may ultimately expect the 
cold impersonal methods of a tradesman. 


Leaving out of consideration the possi- 
bility of a “sit-down” strike, would you like 
for your physician, at the bedside, to spend 
his time filling out reports and requisitions 
in triplicate to be filed for public scrutiny 
in your local headquarters; in the office of 
your state board, and finally in Washing- 
ton or Baltimore; when you are about to 
succumb to a consuming disease, an ex- 
cruciating pain, a mortal fear or some 
mental obscession? 


Under the orders of his lay board and 
the pressure of other assignments,, would 
you like for your physician to hastily re- 
view your case and record the superficial 
facts to meet stereotyped requirements 
while burning with suppressed profanity 
because of the gross injustice of an un- 
natural relationship which threatens his 
self-respect, destroys his initiative, and 
robs you of his best efforts? Would you 
not prefer to have your family advisor, 
your physician of choice, sit leisurely at 
your bedside, willing and ready to give 
your story an intelligent and sympa- 
thetic hearing; first of all for guidance in 
the deliberate application of the art and 
science of medicine to your physical and 
spiritual demands, and second to make 
private, confidential records of your men- 
tal and physical condition and your pro- 
fessional needs, for his own personal files 
which are kept inviolate against all de- 
mands unless accompanied by your writ- 
ten authorization or a court order? 


Reputable, reasonable, conscientious and 


intelligent members of the medical profes- 
sion are opposed to all forms of socialized 


or state medicine because there is no such 
thing as “security against sickness” and 
because there can be no “economic secur- 
ity” in any program which immediately 
doubles the costs. Physicians have sought 
in vain for justification of the claim that 
state medicine will reduce the cost of med- 
ical care and bring about a state of eco- 
nomic security. The Capper bill perhaps 
inadvertently spotlights the few who may 
achieve “social and economic security.” 


As you have seen, the bill provides spe- 
cific plans for the removal of physicians 
and dentists upon the receipt of written 
charges, the same receiving salaries or 
fees, which, according to estimates based 
upon experience in countries having simi- 
lar plans, will range from $2,000 to $3,000 
annually. There can be no assurance of 
permanency or continuity of service under 
the present policy of political patronage, 
consequently there can be no economic 
security. There seems to be no provision 
for the removal of the lay administrators 
who receive from $11,000 and $10,000 down 
the scale; some being allowed additional 
sums for traveling expenses and for the 
vague, convenient, flexible term, “inciden- 
tal expenses.” Truly this seems to repre- 
sent social and economic security, but not 
for the physician and patient. 


Worthy of note is the fact that physi- 
cians and dentists must negotiate the long- 
est and most difficult educational program 
known. Physicians must spend eight to 
twelve years after high school in prepara- 
tion for practice. The cost is approximate- 
ly $2,000 annually. The bill contains no 
reference to required qualifications for lay 
board members and other administrators. 
Presumably they are to be chosen from 
the shifting sands of the political world. 
Under such a plan as that proposed, medi- 
cine will lose much of its present appeal, 
ambitious young men and women will seek 
professions and vocations with greater op- 
portunities for independent self-expression 
and economic security. This will soon re- 
sult in lower standards for medical edu- 
cation. 


For a moment let us consider the de- 
tailed question of costs. The people of the 
United States are now spending from four 
per cent to four and one-half per cent of 
their income for medical care. The Capper 
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bill provides a state fund representing six 
per cent of total income from wages and 
salaries, the same apparently to be aug- 
mented by tax funds from the Treasury of 
the United States. In this country the plan 
is to be initiated by spending nearly twice 
as much for cold impersonal medical care 
as is now being spent for private care. We 
cannot expect administration in the United 
States to cost less. If the cost of present 
medical care is five per cent of income, we 
must figure that the cost of state medicine 
would be approximately ten per cent. Why 
double the cost for less? Not only has the 
cost of medical care increased under so- 
cialized medicine in other countries, but 
the deterioration in the quality of service 
is confirmed by the increase in malinger- 
ing, in morbidity, and the mortality rate. 
This is not speculation, but a matter of 
record based upon statistical studies. The 
morbidity and mortality rates in the Unit- 
ed States are lower than in the European 
countries now under compulsory health in- 
surance. This is doubly significant when 
we take into account the fact that we are 
handicapped by having the colored race 
with marked susceptibility to, and high 
mortality from, certain diseases. Also a 
relatively large population in outlying 
sparsely settled sections of the United 
States where medical care is now inade- 
quate, and where the cost of adequate 
care under any plan would be prohibitive. 
Neither of these groups would be reached 
through the Capper bill. 


Under the proposed plan, each person in 
the designated bracket is compelled to par- 
ticipate. He is forced to pay into the fund 
according to his income and not according 
to established need for medical services. 
Would it not be better for the individual 
employe and better for his country if he 
would insist upon retaining his self-respect 
through independent initiative and at- 
tempt to budget for medical care and pay 
what he can when care is needed? The 
good family physician is always ready to 
meet the honest patient half-way; money 
is not-all he gets out of medical services; 
he is grateful for being called, “he makes 
capital, makes knowledge, and therefore 
power, out of every case he has.” Though 
he is entitled to an honest living, he would 


rather tighten his belt and go hungry than . 


sell his freedom for a mess of pottage 
mixed by a bureaucratic board. 


Do not these pertinent facts cause you 
to ask the question: who wants compul- 
sory health insurance? Certainly not the 
physicians who know so well what it 
would mean; obviously not the employes 
and employers when fully informed. Ap- 
parently the movement may be traced to 
uninformed or possibly designing politi- 
cians, to some public health workers, and 
to agencies and foundations manned by so- 
cially minded individuals who think in 
terms of the masses and forget that the 
finer things of life are individual, personal, 
sacred, and beyond the influence of com- 
mon currency. 


Finally, we wonder why so much public 
anxiety about the so-called high cost of 
medical care. Why not become concerned 
about the high cost and hazardous effects 
of cocktails, cosmetics, and confections; of 
high pressure salesmanship, radio-adver- 
tising and installment buying; of the high 
cost of legal advice with the wide varia- 
tion of income in this profession and the 
shocking record of starving young law- 
yers; or the enormous cost of putting the 
world on wheels and the building of unsafe 
highways with their mounting mortality 
which promises to outstrip the most deadly 
diseases? Why not insure against the haz- 
ards of birth, the evils of heredity, the in- 
security of love and matrimony, the com- 
ing of old age, and the certainty of death? 


No doubt the courageous knights of old, 
in a world of universal and absolute safe- 
guards, would have spurned the spineless 
devotees of so-called physical, social, and 
economic security and sought surcease 
through suicide. 


>. 
. a 





Summer Diarrhea in Babies 


Casec (calcium caseinate), which is almost wholly 
a combination of protein and calcium, offers a 
quickly effective method of treating all types of 
diarrhea, both in bottle-fed and breast-fed infants. 
For the former, the carbohydrate is temporarily 
omitted from the twenty-four hour formula and 
replaced with eight level tablespoonfuls of Casec. 
Within a day or two the diarrhea will usually be 
arrested, and carbohydrate in the form of Dextri- 
Maltose may safely be added to the formula and 
the Casec gradually eliminated. Three to six tea- 
spoonfuls of a thin paste of Casec and water, given 
before each nursing, is well indicated for loose 
stools in breast-fed babies. Please send for samples 
to Mead Johnson & Company, Evansville, Indiana. 
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Treatment of Gonorrhea in the Male 


D. W. BranuaM, M.D. 
Instructor in Urology, University School of Medicine 


OKLAHOMA CITY 


CHAPTER I 


HISTORY 


Gonorrhea has long been a disease with- 
out dignity. Its treatment is too often in- 
effective, even to the point of neglect. The 
medical profession in the past has accept- 
ed it, as far as therapy was concerned, with 
what might be described as a sense of con- 
descension and futility. This apparent in- 
difference, no doubt, is partly due to its 
being so intimately related to venery, with 
all the accompanying taboos of sex, as well 
as a most disappointing response to treat- 
ment. 


It would seem that a disease so preva- 
lent and filled with the potentialities for 
harm would have thrown a direct chal- 
lenge to the profession, for at least its 
amelioration, if not eradication. Because of 
this lack of interest we find the treatment 
rendered today differs little in its pro- 
cedure or benefits from that prescribed 
fifty years ago. As a matter of fact, by 
some it has been stated the modern man- 
agement of the disease, taken as a whole, 
actually instead of doing good promotes 
harm. A rather serious indictment when 
one compares the progress made with 
other ills of mankind. 


There is no more important detail in the 
intelligent care of the patient afflicted 
with gonorrhea than an accurate history. 
Physicians, circumspect in their handling 
of many other conditions, prove strangely 
lax in this regard when encountering a 
case of gonorrhea for the initial time. Fre- 
quently the patient is started out on a rou- 
tine treatment without even the simple 
preliminary of a few perfunctory ques- 
tions, which information to a vital extent 
dictates not only the particular type of im- 
mediate treatment but proves invaluable 
for future care of the case. 


Practically, it is essential to determine: 
How long the individual has had the dis- 
ease; how severe it is; has he ever had it 


before; and what has he done for it. The 
questions asked the average patient may 
be outlined somewhat as follows: 


1. Of what are you complaining? 

2. When did you have sexual contact? 

3. What prophylaxis, if any, did you 
take? 

4. When and in what manner did you 
start giving evidence of being dis- 
eased? 

5. How has it progressed? 

6. What treatment, if any, have you 
done? 

7. What effect has it had on your dis- 
ease? 


8. Are you having much pain? 


9. Do you have any marked frequency 
of urination? 


10. Is there any pain at the end of uri- 
nation? 

11. Is there any pain in your testicles? 

12. Have you had any bleeding? 


13. Have you ever had a similar attack 
before? If so, what did you do for 
it and how long did it require to get 
well? 

14. Have you had any signs and symp- 
toms, even of a minor character, 
which suggest that you may not 
have been completely cured? 


So far as the immediate type of treat- 
ment indicated, we must be guided almost 
exclusively by the severity of the infection, 
as manifested by the signs and symptoms. 
Questioning is necessary because we not 
only evaluate the intensity of the disease 
by the physical evidence obtained on ex- 
amination but the symptoms complained 
of by the patient. The fact that an indi- 
vidual has only a moderate discharge does 
not mean he would be able to tolerate 
routine treatment. He may be having 
marked terminal pain with frequency that 
suggests an acute posterior urethritis, de- 
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manding systemic management for the 
time being, and not local therapy. 


The type of prophylaxis taken by the 
patient for the prevention of veneral in- 
fection at the time of exposure, because of 
its irritating effects, may produce such a 
urethral reaction it may mimic a gonor- 
rheal urethritis. The knowledge of what 
prophylaxis has been taken may explain 
fully a profuse discharge that seems to be 
unusually free from organisms. 


The amount of treatment already admin- 
istered must be known in detail, chiefly 
the character as well as the number and 
strength of solutions given intraurethrally, 
and also what effect they appeared to have 
had on the appearance of the disease. It 
it not unusual to see what has apparently 
begun as a mild infection to have been 
aggravated to annoying acuteness by the 
form or mode of therapy given. The use of 
astringents early in the course of the in- 
fection also markedly modifies the ap- 
pearance of the clinical picture. 


The proper management of a complicat- 
ing posterior infection is an important in- 
tegral of treatment and influences in no 
small way not only as far as early cure is 
concerned but the ultimate outcome of the 
case. It is essential we have accurate know]l- 
edge at all times of this complication. Ap- 
parently insignificant signs and symptoms 
will warn the physician of a brewing pos- 
terior urethritis, which information causes 
him to modify the treatment in order to 
allow the process to subside uneventfully. 
Carelessly chosen procedures may encour- 
age the infection to flare into fulminating 
activity. 

Gonorrhea has the unfortunate charac- 
teristic of lying for long periods of time 
dormant within glandular structures, to be 
flared at times into activity for short 
periods. During these acute attacks such 
exacerbations resemble freshly contracted 
infections; therefore, it is important to de- 
termine whether the individual has had 
the disease before and whether it appeared 
to have been thoroughly cured. One must 
remember also the frequency of a non- 
specific prostatitis which, during an acute 
attack, may also simulate a gonorrheal 
urethritis. 


Complete records of each case should be 
kept. Most of the information obtained is 


of a negative character and through the 
medium of abbreviation may be placed 
within a few lines. This, with the progress 
notes of the individual while under treat- 
ment, need not encompass more than the 
doctor’s usual record card. The completed 
form not only proves helpful as a means of 
reviewing the patient’s progress from 
time to time but the cumulative value of 
many cases, accurately recorded, strength- 
ens our confidence and knowledge of the 
disease as the experience of the years pass. 
* * * 


CHAPTERII . 
EXAMINATION AND DIAGNOSIS 


When seeing for the first time a patient 
who has a urethral infection, the physi- 
cian, in order to obtain an intelligent basis 
for the proper treatment, should mentally 
answer a few questions regarding the dis- 
ease. Is this truly gonorrhea? If it is gon- 
orrhea, in what clinical stage does it ap- 
pear to be? How acute is the infection? 


Before the era of accurate bacteriologi- 
cal diagnosis almost all urethral discharges 
were considered gonorrheal in origin; non- 
specific infection from other bacteria be- 
ing practically a non-entity. To the present 
day, notwithstanding the ease of obtaining 
accurate information, many doctors indict 
every individual who presents a purulent 
discharge as having gonorrhea. Fortunate- 
ly not all urethritis is due to the gonococ- 
cus. Approximately ten per cent will be 
found to originate from other types of bac- 
teria. Aside from the fact the treatment 
is practically the same, it is of tremendous 
importance to the patient’s peace of mind 
whether he has gonorrhea or some more 
benign affliction. Rarely such an error 
could lead to a domestic catastrophe in the 
married. 


Because of technical simplification in 
suspected instances of gonorrhea, there 
has developed a tendency to use methylene 
blue in place of the Gram stain as a method 
for the examination of urethral smears. 
This practice is to be discouraged as error 
is likely to be encountered in the morpho- 
logical differentiation of the various types 
of bacteria present. It is true in the acute 
gonorrheal urethritis, wherein we find 
many typical intracellular organisms, the 
methylene blue method may be sufficient; 
but in the chronic manifestations of the 
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disease or in the non-specific infections 
an identification of the organism may be 
impossible. Not infrequently the staphylo- 
coccus, streptococcus, or micrococcus ca- 
tarrhalis may in some stage of their life 
cycle so resemble the gonococcus that ex- 
perts are deceived. Certainly it is essential 
to do a Gram stain where a legal question 
as to diagnosis is concerned. 


When it has been finally decided that 
gonorrhea exists our next problem is to 
determine what clinical phase of the dis- 
ease is present. Is it a simple anterior ure- 
thritis or is it one complicated by posterior 
infection? Has it been recently acquired 
or is it the active manifestation of a latent 
infection present in the urethra or ad- 
jacent structures? 


The patient is requested to void two 
ounces in each of two glasses, voiding 
urine that has been retained in the bladder 
for at least two hours. As a rule the first 
glass will show varying degrees of cloudi- 
ness due to the washing out of accumulat- 
ed purulent material from the anterior 
portion of the channel. If the second glass 
shows pus we conclude the infection has 
passed the external sphincter and a pos- 
terior urethritis is present. Clear urine 
found in the second glass signifies there is 
probably no posterior urethritis. It is ob- 
vious one must be sure that turbidity is 
not due to precipitated urates or phos- 
phates. The addition of acid and the appli- 
cation of heat will settle this point. In the 
presence of a posterior urethritis rather 
early in the course of gonorrhea it is well 
to question the patient closely as to any 
acute inflammatory symptoms that may 
be present. If there are symptoms, no mat- 
ter if they be very insignificant as far as 
the patient is concerned, care must be ex- 
ercised with the first few treatments lest 
the process be flared to fulminating activ- 
ity. A slight frequency, some terminal dis- 
comfort, etc., should be a “red flag of 
warning” to the physician who undertakes 
to treat the disease. As a matter of fact, 
accurate knowledge of the extent of the in- 
fection in the first few weeks of gonorrhea 
is impossible. Extreme conservatism and 
careful treatment must be exercised until 
the limits of toleration toward therapy are 
definitely known. 


Acute gonorrhea in the beginning in dif- 


ferent individuals is of varying degrees of 
severity as far as the inflammatory reac- 
tion is concerned. Some patients have an 
extremely mild infection, a few may have 
a rather acute reaction, while others may 
present oll gradations of severity between 
the two extremes. Because of this differ- 
ence in clinical intensity of the disease it 
is necessary for the doctor to somewhat 
evaluate the type of infection as far as in- 
flammatory severity is concerned, as is 
presented on the initial visit of the pa- 
tient. 


Hyperacute urethritis demands a very 
different type of management than that 
accorded relatively mild infections. As a 
matter of convenience it is well to mental- 
ly classify cases into three types from this 
standpoint; mild, moderate and severe. 
Mild cases are those that appear limited to 
the anterior urethra, show little discharge, 
and apparently give rise to few, if any, 
symptoms on the part of the patient. Mod- 
erate infections are of a more pronouced 
inflammatory character. The discharge is 
profuse. There is some redness and swell- 
ing of the glans and the patient complains 
of burning on urination. Severe cases have 
an extreme inflammatory reaction, pro- 
fuse discharge, swelling and redness of the 
glans, acute pain on urination, and there 
may even be systemic evidence of toxic 
absorption, fever, and malaise. 


It is good judgment even when one feels 
fairly certain the urethritis is not due to 
a fresh infection, but secondarily from the 
“flare up” of a chronic prostatitis, to dis- 
pense with prostatic examination at the 
first visit of the patient. However, in a few 
instances where such a diagnosis is ob- 
vious and the inflammatory reaction is 
extremely mild, one may carefully exam- 
ine the prostate by way of the rectum, 
massaging the gland and examining the 
expressed secretion for pus. Prostatic ex- 
amination and especially massage is never 
indicated in the earlier stages of gonor- 
rhea except possibly when it is necessary 
to examine digitally per rectum the pros- 
tate for the presence of an abscess. 


As a part of the physical examination, 
the physician should observe any anatomi- 
cal defects, either congenital or acquired, 
that may be a factor in the subsequent 
care of the patient. Probably the most im- 
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portant is congenital narrowing of the 
urinary meatus. If an actual pinpoint 
meatus is present this will need correction 
as this usually plays a part in producing 
posterior urethral complications and is a 
detriment to early cure of the disease. One 
should use judgment in this particular as 
a moderate degree of meatal stenosis is of 
little importance. The term “pin point 
meatus” should be descriptive enough to 
portray the condition in question. Also the 
foreskin may be unusually tight or re- 
dundant, favoring the formation of phimo- 
sis or para-phimosis, which if not handled 
properly as far as cleanliness or retraction 
is concerned will become an annoying 
complication. 
* co % 


CHAPTER III 


THE TREATMENT OF ACUTE GONORRHEAL 
URETHRITIS 


In order to acquire an intelligent con- 
cept of the rationale for treatment of acute 
gonorrhea it is necessary to review one’s 
knowledge of the disease as regards its 
clinical course. 


Similar to many infectious diseases of a 
specific origin, it not only pursues a fairly 
uniform clinical pattern but recovery like- 
wise comes through natural immunologi- 
cal processes. The exact mechanism of 
cure is as yet an unsolved problem. Prob- 
ably there is slowly produced a systemic 
and iocal tissue reaction that ultimately 
in most individuals results in complete 
eradication of the invading organisms. 


The fact that gonorrhea is more or less a 
self-limited infection and is cured by a per- 
sonally developed immunity is of utmost 
significance to the physician handling the 
disease. Too often this basic principle is 
lost sight of in an impatient endeavor to 
speed recovery. Further, it is essential he 
should realize that often months must 
elapse before the defensive forces of the 
body are sufficiently potent to produce a 
cure. To do anything that does not re- 
inforce or fortify the defensive response 
of the invaded tissues is to undermine the 
very foundation for cure. 


The use of sounds, catheters, irritating 
medication’ or instrumental manipulation 
too early in the course of the disease may, 
by the trauma induced, lower the resist- 
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ance of diseased tissues toward the offend- 
ing bacteria and further progression of the 
infection is favored. Chronicity and re- 
sistance toward subsequent treatment is 
often the end result of such so-called ther- 
apeutic procedures. 


What is the duration of the average case 
of gonorrhea? It must be realized that pri- 
marily we are dealing with a disease of 
extreme variability, as far as time is con- 
cerned. Nevertheless there is an approxi- 
mate average maximum and minimum 
number of weeks the ordinary patient is 
afflicted with the disease, provided he has 
satisfactory treatment. Six weeks could be 
stated an unusually short length of time 
and four months not an unwarrantedly 
long period. The average patient achieves 
recovery anywhere within eight to twelve 
weeks. 

There is a tendency for textbooks to 
minimize the length of time necessary for 
a patient to recover from gonorrhea. Be- 
cause of this teaching, students consider 
the disease an intractable, chronic infec- 
tion when it fails to clear within six or 
eight weeks. They then attempt to use 
more stringent measures for its cure in 
the form of stronger medication, topical 
application, dilators, etc. Usually compli- 
cations will ensue following such treat- 
ment that changes a simple infection, 
amenable to treatment, to one difficult to 
handle. 


It is always good judgment to give the 
patient ample time to see whether he can 
get well with ordinary treatment, as often 
the natural forces of the body will remedy 
the situation. That is, it is better to wait 
an extra month or so as no harm can ever 
result by giving plenty of time, but ir- 
remedial damage may be inflicted by too 
early instrumental or other traumatizing 
methods. 


It is well to discuss at this time the 
status of so-called abortive cures for gon- 
orrhea. By abortion is meant the radical 
destruction of all organisms early in the 
course of the disease to prevent progres- 
sion of the infection. Ordinarily, strong 
medications are used for this purpose. 
These are injected in the urethra with or 
without local anesthesia. It is pertinent to 
know that by the time signs and symptoms 


._ have developed the organism has en- 
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trenched itself in the deeper layers of the 
urethra and the time for a radical cure is 
well past. Obviously the futility of such 
“cures” is only too clearly apparent. The 
harm rendered a sensitive tissue by strong 
medications far outweighs any theoretical 
possibility of eradicating the coccus 
through chemical means. 


Notwithstanding the efficacy of our 
modern antiseptics, together with their 
muchly advertised penetrability, no scien- 
tific evidence exists in the tolerated con- 
centration they are used in the urethra 
that their bactericidal effect is potent but 
a small distance below the surface of the 
tissue to which they are applied. Abortive 
cures to be effective must be used in the 
sense of prophylaxis, that is, within twen- 
ty-four hours of exposure. If more time 
than this has elapsed the modern treat- 
ment of gonorrhea considers abortive 
cures an obsolete procedure and capable 
of resulting in tremendous harm. 


As for the actual treatment of acute 
urethritis in its earlier phases, for years 
the drug most generally used has been the 
silver preparations. Evidently the silver 
salts have some peculiar therapeutic prop- 
erty either of a stimulative or tonic effect 
that aids in a curative way. That they are 
destructive to gonococcus must be con- 
sidered only of incidental importance. Be- 
cause they have a respected heritage of 
many past years empirical therapeutic ef- 
ficacy should make us slow in discarding 
these valuable agents for other drugs. Cer- 
tainly in the light of our newer knowledge 
a higher germicidal index should never 
be a reason to do so. 


The silver protein preparations are the 
ones most commonly used. They have the 
advantage of exercising the same benefi- 
cial effect without the irritation incident 
to the stronger salts; that is, silver nitrate. 
Argyrol and neo silvol are the more popu- 
lar examples of common trade prepara- 
tions obtainable. A ten per cent solution 
of either drug is the maximum concentra- 
tion used for the majority of infections 
that are not too acute. A preparation that 
can be inexpensively manufactured by any 
druggist is silver iodide, which is similar 
in appearance to neo silvol and compares 
favorably from a therapeutic standpoint 
with any of the better known similar 





drugs put out by the pharmaceutical firms. 
It is used in the form of an emulsion of a 
ten per cent strength, which forms a vis- 
cous preparation that clings to the walls of 
the urethra for long periods of time. It is 
prepared simply by mixing in solution 
equal parts of silver nitrate and potas- 
sium-iodide, producing a precipitate of sil- 
ver iodide. This is washed thoroughly to 
free it from the irritating potassium salt 
and made up in an emulsion with the aid 
of gum acacia. A ten per cent strength will 
prove absolutely non-irritating and if made 
with sufficient gum acacia is of a jelly-like 
consistency that seems to offer a protec- 
tive and soothing effect to the inflamed 
mucosa. 

The actual technic of urethral medica- 
tion is an important integral of treatment. 
Many times the traumatic effect of poorly 
administered injections, either by the pa- 
tient or on the part of the doctor, acts as 
a potent factor for the development of 
complications of the disease. One must re- 
member that he is dealing first with an 
infection for the most part in its earlier 
stages is limited to the front part of the 
urethra; moreover he is treating tissues 
that are extremely intolerant to any irri- 
tant even when they are in their normal 
state. One needs only to observe the high 
dilution of silver nitrate necessary when 
it is to be injected into the normal urethra. 
This sensitivity is doubly emphasized 
when any pathological process in the form 
of infection is present. Therefore, if one 
uses undue pressure injecting solutions 
intra-urethrally or solutions that are the 
least bit irritating, he defeats the primary 
aim of treatment of the disease, as the re- 
action produced outweighs any possible 
good that could obtain from the medica- 
tion. 

The patient is instructed that it is not 
necessary to fill completely the whole 
channel; providing the medication bathes 
the anterior two thirds of the urethra is 
sufficient. Urination immediately before 
each treatment for the purpose of washing 
out all excess pus and detritus from the 
channel is an important preliminary of 
treatment. 

A bulbed one-fourth ounce syringe with 
a blunt nozzle is filled with solution—the 
patient stands before a commode, as the 
standing position limits somewhat the 
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passage of fluid to the posterior urethra. 
The glans penis is held by the left hand, 
thumb and forefinger catching the dorsum 
of the glans. The medicine is slowly in- 
jected until there is a faint sensation of 
filling present. Approximately two drams 
will do so. No undue pressure is made and 
pain or any other discomfort is a sign that 
something is wrong; either the condition is 
too acute for local therapy, the medicine 
too strong, or the amount is too forcibly 
injected, or of too large quantity. The 
medicine is held in the urethra only a few 
minutes. If any discomfort is manifested 
it is immediately released. No particular 
advantage exists in retaining the drug an 
undue length of time. 

If one is able to treat the patient regu- 
larly in the office one may use irrigations 
with very excellent results. Irrigations, 
unless they be under the guidance of a 
careful physician, may be exceedingly 
dangerous as the fluid pressure is trauma- 
tizing if excessive. It is suggested a one to 
eight thousand KMNO* solution be used 
by way of a reservoir placed not over two 
feet high above the point of injection, and 
directed in the urethra by means of a blunt 
nozzle instillator. During each irrigation 
care must be taken to see that the full force 
of the column of fluid is not allowed to 
distend the urethra, as injury is possible 
even at this height. For the most part ir- 
rigations could better be abandoned as in 
addition to a potential danger they hold 
towards the development of complications, 
they lend an air of complexity to the treat- 
ment of a disease that is deserving of the 
most simple therapeutic measures possible. 


To detail dogmatically a routine system 
of therapy applicable to any certain phase 
of gonorrhea is to run the risk of deprecat- 
ing the importance of individualization in 
each patient. The best results are obtained 
when the physician treats personally each 
individual, seeing him daily, not so much 
because the patient could not give the 
identical injection in his home but in order 
that the doctor may determine any slight 
intolerance to medication, or may observe 
early significant signs and symptoms of 
impending complications. 

The successful management of gonor- 
rhea depends not only on implicit obedi- 
ence and co-operation on the part of the 
patient, but a sixth sense of intuition by 


the doctor that enables him to see trouble 
approaching before it actually develops. 
Many times by a skillful therapeutic ma- 
neuver; the cessation of treatment for a 
day or two, the restriction of activities or 
the use of antispasmodics, one may pre- 
vent annoying if not serious complica- 
tions. 

Patients are divided into three classes, 
as has been detailed in the discussion of 
diagnosis, mainly for the purpose of simpli- 
fying their therapeutic management: mild, 
moderate, and severe. Patients with mild 
infections are given twice daily anterior 
injections of ten per cent silver iodide. 
Each day they should return to the physi- 
cian’s office and before each treatment the 
doctor should ask them if they have had 
any particular symptoms referable to the 
posterior urethra, such as frequency, 
urgency, pain in the bladder on voiding, or 
pain along the cord radiating to the testi- 
cles. They should pass their urine before 
treatment into two glasses, approximately 
“two fingers” quantity in each glass. The 
physician should note and chart the char- 
acter of the discharge, whether it is in- 
creased or diminished, the appearance of 
both glasses of urine with particular at- 
tention to posterior involvement as shown 
by a cloudy second giass. The appearance 
of a cloudy second glass, while not an op- 
timistic sign, is not discouraging and, pro- 
viding there are no signs and symptoms 
pointing to an active reaction in the pos- 
terior urethra, demands no change in 
treatment. One should, however, be doubly 
cautious as regards treatment at the onset 
of posterior involvement as it may at the 
least provocation flare up to an annoying 
acuteness. 

This simple schedule is adhered to for 
at least six weeks following the onset of 
the disease. As a rule such careful treat- 
ment of the anterior urethra will show a 
gradual diminution in the amout of dis- 
charge and a slowly clearing second glass 
of urine if there has been a posterior in- 
volvement. No attempt should be made to 
treat the posterior urethra before this time 
as harm may result. 

If at the end of a month and a half of 
treatment there is a sluggish chronicity to 
the discharge and the second glass of urine 
remains shreddy and turbid, one may cau- 
tiously at first begin daily anterior-pos- 
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terior instillations with the same drug. 
The prostate may also be massaged by a 
finger inserted in the rectum and it is 
wise to examine at this time the amount 
of pus present in the expressed secretion. 
If a considerable amount of pus is found 
in the prostatic fluid, massages should be 
performed regularly every three to five 
days. If little pus is discovered one may 
dispense with massage, using the posterior 
instillation as the sole mode of therapy. 
With this sort of schedule the majority of 
infections will clear within three months. 
Infections longer than this should be han- 
dled as described in the section on pros- 
tatitis. 

Infections that are of slightly more 
acuteness at first may be treated much like 
the above, with the exception the initial 
treatment should be only half strength; 
that is, five per cent, and only once daily. 
When the acute manifestations have sub- 
sided they are placed on the above suggest- 
ed regime. With these patients one should 
be extremely cautious, seeing them oftener 
and observing minutely the effect of treat- 
ment, lest they be flared into extreme ac- 
tivity. 

Severe infections of gonorrhea when 
first seen are probably the most important 
group to handle. What the physician does 
at this time determines to a large extent 
the ultimate outcome of the case. These 
are the individuals who present a profuse 
discharge accompanied by a considerable 
amount of pain and swelling of the affect- 
ed organ. Treatment of these individuals 
according to the above scheme aggravates 
and intensifies their troubles. It is of ex- 
treme importance that no local therapy 
whatever be used in these cases. By local 
therapy is meant urethral instillations. One 
should treat the patients as individuals 
whose tissues are being overwhelmed by 
their infection, and by rights are sick 
enough to merit bed rest. The use of hot 
water soaks to the penis, hot sitz baths, 
the bowels kept open, a liquid diet, alka- 
linization through the use of various drugs 
given by mouth, Santal oil gm. five to ten, 
three times daily, in order to soothe the 
inflamed mucosa of the urethra, and even 
codeine and aspirin if the pain is severe, 
may be indicated. 

With the above suggested line of treat- 
ment only a few days will find the dis- 


eased process subsiding and then one may 
very cautiously begin local measures, us- 
ing a five per cent silver iodide. To care- 
lessly prescribe injections when an indi- 
vidual has a hyperacute inflammatory 
urethritis is a reprehensible practice. 
Many longstanding chronic infections date 
their beginning from improper treatment 
at this time. A personal opinion also ex- 
ists that many gonorrheal strictures in 
later life antedate from fulminating in- 
fections of the sort which have been mis- 
handled during their hyperacute stage. 


As a general rule one will usually find 
it unnecessary to change the type of drug 
during the course of treament. One drug 
may be effectively used during the whole 
duration of the disease. One hears of the 
value of so-called alternating methods of 
treatment, that is, administering one drug 
for a week or so and then changing to an- 
other. There is little clinical evidence this 
is of any particular value as a routine 
form of treatment. Occasionally in a few 
cases, if desired, a change to a one-fourth 
or one-half per cent protargol in the latter 
stages of the disease seems to give an im- 
petus toward cure. Likewise, the same ef- 
fect can often be obtained by giving a few 
days rest from local treatment and then 
resuming as before. The change of medi- 
cation or the rest period seems to give the 
cells a “breathing period,” so to speak, in 
their struggle with the disease. 


Minor variations in the technic of treat- 
ment such as described may be found 
helpful at times. One should constantly 
watch his efforts at all times and see they 
are directed toward helping the infected 
tissues rather than attempting to destroy 
the bacteria. Anything that produces a se- 
vere reaction of the cells is pernicious, at 
least until a maximum of immunity has 
been established towards the invading 
germ. As this very often requires months 
and is for the most part an unknown quan- 
tity, as far as time is concerned, the use 
of stronger drugs than are tolerated by the 
tissues, and traumatizing agents in the 
form of instruments may so undermine the 
defensive power of the cells that they al- 
low the infection to become more strongly 
intrenched. Patience is the watchword for 
the successful treatment of gonorrhea. 


(To be continued in June issue.) 








ea an ea ae a oe a oe oe ot oe a 

















BOOK REVIEWS 








PHYSICAL THERAPEUTIC METHODS IN OTO- 
LARYNGOLOGY, By Abraham R. Hoilender, 
M.D., F.A.C.S., Associate in Laryngology, Rhin- 
ology and Otology, University of Illinois College 
of Medicine; Fellow of the American Society of 
Ophthalmology and Otolaryngology. With 189 il- 
lustrations. Cloth. The C. V. Mosby Company, St. 
Louis, 1937. Price $5.00. 


This book as a whole is recommended, not only 
for general practitioners and advanced students 
but for beginners interested in Physical Therapy. 
The author properly introduces Physical Thera- 
peutic Methods in Otolaryngology beginning with 
mechanotherapy and ably proceeds to describe Dia- 
thermy, Short Wave, Ionization, Electro Surgery, 
Photothermy, Ultra Violet Irradiation, X-Rays and 
Radium. 

This is a splendid contribution in that it has 
presented in clear description and _ illustrations 
every phase of Otolaryngology. 
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“Benzedrine Sulfate” in Chronic Exhaustien 

Nathanson (J. A. M. A, 108:531, February 13, 
1937), studied “Benzedrine” (beta-aminopropyl- 
benzene—benzyl methyl carbinamine) in forty pa- 
tients complaining of chronic exhaustion. It was 
administered also to fifty-five normals, who an- 
swered a detailed questionnaire as to the effects 
of the drug. 

Small doses (twenty mg. given in divided doses 
during the morning) gave satisfactory results in 
a high percentage of cases. Some unpleasant side 
reactions were reported such as dryness of the 
mouth, loss of appetite with consequent loss of 
weight, sweating and disturbed sleep, but these 
were relatively infrequent. 

Favorable results included a sense of well being, 
increased mental efficiency and energy coupled 
with a greater capacity for work. 

Of the twenty-five subjects who were given lac- 
tose tablets as controls, eighty-four per cent re- 
ported no reaction of any kind. 

Allen, Wilbur and McLean (Proc. Cent. Soc. Clin. 
Res., November 6, 1936), also report eighty per 
cent improvement of symptoms in ninety-five cases 
suffering from melancholia, chronic fatigue or ex- 
haustion. 
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Diffuse Adenomatosis of Colon 


With the addition of two cases completed within 
the last year, their series now totals thirteen cases, 
in seven of which as previously reported, Fred W. 
Rankin and Allen E. Grimes, Lexington, Ky. 
(Journal A. M. A., February 27, 1937), removed the 
entire colon and rectum by multiple procedures. In 
six cases the colon was removed to the rectosig- 
moid juncture. These operations were undertaken 
for both adenomatosis and cumplications arising 
from diffuse chronic ulcerative colitis. In the earlier 
cases the more radical total colectomy was done for 
both lesions. Now it is reserved for chronic ulcera- 
tive colitis. The remarkable disappearance of dif- 
fuse rectal polyps following vigorous fulguration 
encourages the authors to save the rectal stump 
and anastomose it with the ileum. However, they 
condemn any method whereby segments of the 
colon beyond the rectosigmoid are preserved. They 
are a definite menace as a site of recurrent polyps 
and are beyond the range of protoscopic investiga- 
tion. In this series there was one operative death 
following the second stage colectomy. Another pa- 
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tient died eighteen months following the com- 
pleted operation from recurrence of carcinoma, 
which had developed on polyps and which was 
demonstrated at exploration. 
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Present State of Cystometry 


D. K. Rose, St. Louis (Journal A. M. A., Novem- 
ber 7, 1936), believes that the clinical value of 
cystometry lies chiefly in its identifying the blad- 
der to clinicians as an organ of practical physio- 
logic importance in differentiating all types of 
neurogenic from physically obstructed bladders, so 
that treatment may have a better foundation, and 
in offering bladder function tracings to explain 
symptoms and determine the results of treatment 
in dysuric bladders. Clinically, it quite alters the 
usually accepted view of bladder importance in 
prostate and bladder surgery, particularly in rela- 
tion to infection. It differentiates types of dysuria 
after surgery, childbirth, trauma and disease or in- 
jury of the brain or spinal cord. For experimental 
work undoubtedly a continuous graph is necessary, 
but for clinical or bedside work methods of inter- 
rupted readings, that is, introducing fifty cc. and 
then taking a reading, are satisfactory. A second 
tracing at each examination is absolutely neces- 
sary, not to verify the first but to note on the 
second curve the influence of the first filling. In 
general the normal or irritable bladder is stimu- 
lated to decreased capacity and increased pressure 
while the low sensation type of neurogenic bladder 
shows diminished sensation with increased capacity 
after the distention of the first filling. 
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Ulcerative Lesions of Skin in Lymphogranuloma 
Inguinale 


In a series of five hundred patients with inguinal 
lymphogranuloma Max S. Wien and Minnie Oboler 
Perlstein, Chicago (Journal A. M. A., January 2, 
1937), observed twelve cases of ulceration. They 
present the detailed clinical reports of three of 
these patients together with bacteriologic and his- 
tologic studies. These three cases illustrate the 
types of clinical ulceration that may occur in lym- 
phogranuloma inguinale: ulceration of the skin 
only—lymphitis, ulceration of the skin secondary 
to a previous lymph gland involvement and ulcera- 
tion developing on an existing esthiomene. The 
bacteriologic flora of the ulcerations was thorough- 
ly investigated. The organisms found were prob- 
ably secondary invaders. Histologic examinations of 
the ulcerations were nonspecific. There was a uni- 
form picture of ulceration, fibrosis and plasma 
cellular infiltration. Cases of superficial ulceration 
in the skin, resistant to the ordinary or specific 
methods of therapy, especially when occurring in 
the genitocrural area, should be tested with Frei 
antigen, diagnostically and therapeutically, in order 
to rule out the possible relation of the ulceration 
to inguinale lymphogranuloma. 














Treatment of Encapsulated Brain Abscess 


Edgar A. Kahn, Ann Arbor, Mich. (Journal A. M. 
A., January 9, 1937), outlines a procedure by which 
a chronic encapsulated brain abscess can be dealt 
with more easily. He has shown in his four cases 
that a brain abscess can migrate to the surface be- 
neath a decompression, in the presence of increased 
intracranial pressure. In most cases of encapsu- 
lated abscess there is nothing to prevent their 
changing position under certain pressure condi- 
tions. Could all abscesses be drained at the surface 
under circumstances which would minimize the 
possibility of meningitis, the mortality would un- 
doubtedly diminish. 
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EDITORIAL 
WITHOUT FOUNDATION IN FACT 





The Oklahoma City press, by its political 
reporter, one McClintock, has made a very 
weak effort to make it appear that the 
State Medical Association is supporting 
some proposed legislation whereby the 
state would purchase and operate two hos- 
pitals, one at Clinton, the other at McAl- 
ester. 


This advocate of State Medicine would 
make any sort of a crack in his hope to 
discredit organized medicine. His state- 
ment relative to this matter is without 
foundation in fact, as the Association has 
no interest in the matter except that we 
are all very insistent that should such 
purchase be made that these hospitals be 


kept separate from the Medical School and 
its auxiliary hospitals. 


The same individual contends that we 
are opposed to cooperative hospitals, which 
is entirely false, as we are for any pro- 
gram that would make hospitalization 
available to every one so long as the phy- 
sicians’ and surgeons’ services are not ped- 
dled and sold with the hospital service. 


This statement should make the matter 
very clear to any interested person who 
wishes to know the truth. 
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JUNE NUMBER IMPORTANT ISSUE 





In order that the May JouRNAL may be 
issued on time it is necessary that all 
material go to the printer long before the 
State Meeting, consequently it will be im- 
possible, in this issue, to give the report 
of the Annual Meeting or the minutes of 
the proceedings of the Council and House 
of Delegates. The June number will, there- 
fore, be a very important issue as it not 
only will contain the information relative 
to the State Meeting but will be the Ros- 
ter issue. 
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Editorial Notes—Personal and General 


DR. JAMES G. RAFTER, Muskogee, is reported 
improved following a recent illness. 








DR. CAROLINE BASSMAN, Claremore, is re- 
ported improved following an attack of bronchial 
pneumonia. 


DR. A. M. ARNOLD, Claremore, is also reported 
recovering from a recent illness. : 
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Appointments 








DR. J. L. ADAMS, Hobart, has been appointed 
County Health Superintendent of Kiowa County. 


DR. HARRY B. HALL, Boise City, has been ap- 
pointed County Health Superintendent of Cimarron 
County. 


DR. ROBERT M. CHURCH, Stilwell, has been 
appointed County Health Superintendent of Adair 
County. 
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OPENING FOR PRACTICE 


Porum, in Muskogee County, population some 
400, and an area of some 35 square miles, offers an 
excellent location for a practicing physician. The 
town has had a doctor of medicine since statehood; 
the most recent physician has retired. 
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RESOLUTIONS 


DOCTOR CHARLES W. HEITZMAN 


At a regular meeting of the Muskogee County 
Medical Society on Monday evening May 3, 1937, 
the following resolution was introduced and copies 
ordered sent to Mrs. C. W. Heitzman, 426 South 
Twelfth, Muskogee, Oklahoma, and Dr. L. S. Wil- 
lour, Secretary Oklahoma State Medical Associa- 
tion, McAlester, Oklahoma: 


WHEREAS, our friend and co-worker, Charles 
W. Heitzman, has been taken by death, and 


WHEREAS, for many years he was a prominent 
member of our society and our profession, and 


WHEREAS, his professional attainments and 
sterling qualities were known and respected by all 
of us and will be missed by us in the future; 


BE IT RESOLVED, that the Muskogee County 
Medical Society hold of record this expression of 
deep sympathy to those from whom he has been 
taken away and a deep regret that his work has 
come to an end; 


BE IT FURTHER RESOLVED, that a copy of 
this sentiment be sent to Mrs. C. W. Heitzman, and 
to the Secretary of the Oklahoma State Medical 
Association, and the resolution spread on the rec- 
ords of our Society. 





W. R. Joblin, President, 
S. D. Neely, Secretary. 


DOCTOR I. PHILLIPS 


On February 27th, Dr. Phillips “crossed over” to 
the great majority at the advanced age of seventy- 
nine years. Dr. Phillips had led a long, active and 
useful life, having been a member of the Missouri 
legislature before locating at Picher some fifteen 
years ago. 


WHEREAS, Dr. I. Phillips had been a faithful 
and active member of Ottawa County Medical As- 
sociation, never shirking any duty that devolved 
upon him by virtue of his membership in our So- 
ciety, now 

THEREFORE, BE IT RESOLVED, that we de- 
plore the loss of our colleague and friend, who has 
rendered valuable services to our Society many 
times, and further we place a copy of these resolu- 
tions on the minutes of our meeting, and send a 
copy to the State Journal, and a copy to the be- 
reaved family, and extend to the doctor's family 
our sincere and heartfelt sympathy. 


Signed—Ottawa County Medical Society. 


M. M. DeArman, M.D. 

A M. Cooter, M.D. 

J. W. Craig, M.D. 
Condolence Committee. 


W. G. Chesnut, M.D., Secretary. 


DOCTOR JOHN C. JACOBS 


On April 2, 1937, at 11 a. m., Dr. John C. Jacobs, 
sixty-seven years of age, Miami, laid down his 
burden after a brief illness of angina pectoris. The 
doctor had attended a Chamber of Commerce din- 
ner the day before his death and took an active 
part in the jollity of that occasion returning to 
his office about 2 p. m. About four o’clock Thursday 
afternoon he had a slight heart attack but did not 
go to his home until around 6 p. m. The next 
(Friday) morning the final summons came and he 


“passed on” after an hour’s suffering notwith- 
standing the use of powerful sedatives. 

At his request a postmortem was held which 
showed a coronary thrombus. 

At the first meeting following his demise, Otta- 
wa County Medical Society enacted the following 
resolutions: 

WHEREAS, our fellow member and personal 
friend, Dr. J. C. Jacobs, of Miami, Oklahoma, has 
been called from the field of his labors never to 
return, and 

WHEREAS, we recognize in our colleague one of 
our most active and conscientious members and 
students, now 

THEREFORE BE IT RESOLVED, that we de- 
plore the untimely passing of our respected and 
loved member; that we recognize the fact that 
his place cannot be filled in our ranks, for he was 
one of our most valuable members. 

BE IT FURTHER RESOLVED, that a copy of 
these resolutions be sent to the family of Dr. 
Jacobs; and a copy sent to our State Medical 
Journal for publication, and a copy placed on our 
records. 

M. M. DeArman, M.D. 

A. M. Cooter, M.D. 

J. W. Craig, M.D. 
Condolence Committee. 


W. G. Chesnut, M.D., Secretary. 
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Treatment of Organic Arterial Obstruction by 
Alternating Suction and Pressure 


Edward Allen Edwards, Boston (Journal A. M. A., 
February 20, 1937), declares that in cases of both 
acute and chronic organic arterial obstruction there 
is apt to be an associated spasm of the collateral 
vessels. This spasm counteracts the effect of the 
suction-pressure therapy and is not relieved by the 
treatment. He describes a device that furnishes 
warmth to the affected extremity while it is treated 
by suction-pressure. Such locally applied warmth is 
capable of maximal vasodilatation and increases 
the effectiveness of the suction. Moreover, the local 
increase in metabolism caused by the raised tem- 
perature assists in the processes of healing. 








OBITUARIES 


DOCTOR CHARLES WILLIAM HEITZMAN 


Charles William Heitzman, M.D., died in 
the Baptist Hospital in Muskogee, Oklahoma. 
He had been in poor health for over a year. 

Dr. Heitzman was born in Mississippi, May 
31, 1870. He grew up in New Orleans, gradu- 
ated at Tulane University in 1889. He did 
post-graduate work in the University of New 


York and later in Berlin. He practiced medi- 
cine in New Orleans for several years, later 
moving to Denver where he practiced his 
profession and was connected with the Uni- 
versity of Denver. He practiced for a time in 
Kansas City, later moving to Muskogee where 
he spent the rest of his professional life. 


RECENT DEATHS 
(Insuficient Data for Obituaries.) 
Dr. Oliver Bagby, Vinita, April 20, 1937. 
Dr. John D. Leonard, Wagoner, April 23, 1937. 
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ABSTRACTS : REVIEWS : COMMENTS 
and CORRESPONDENCE 




















PLASTIC SURGERY 


Edited by 


GEO. H. KIMBALL, M.D., F.A.C.S. 
404 Medical Arts Building, Oklahoma City 











A Modified Agnew’s Operation for Syndactylism. 
H. D. Cogswell, M.D., and H. M. Trusler, M.D., 
Indianapolis, Ind. Surgery, Gynecology and Ob- 
stetrics, April, 1937, Page 792. 


The authors point out that surgical textbooks 
advise Didot’s operation for syndactylism. Anyone 
who has ever attempted this operation knows that 
it is inadequate. Agnew’s modification uses a dor- 
sal flap to make the web between the fingers. 
Further plastic work is necessary to cover the raw 
surface by a skin graft, for in this way a very fine 
result can be obtained. 

The authors give a detailed description of the 
operation. They further point out that splinting 
should be carried out over a period of four weeks. 
Also they discuss the use of olive oil or cocoa but- 
ter on the grafts after the operation. 

COMMENT: Every surgeon who has attempted 
the operation for web fingers or toes has met the 
problem of having an inadequate amount of skin 
to cover the raw surface after dividing the web. 

The present method employed by most plastic 
surgeons is similar to the one described by Drs. 
Cogswell and Trusler. 

The article is accompanied by photographs which 
are unusually clear in detail. 
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ORTHOPAEDIC SURGERY 


Edited by Earl D. McBride, M.D., F.A.C.S. 
717 North Pobinson Street, Oklahoma City 











On the Anatomy and Pathology of the Hip-Joint. 
Poul Morville. Acta Orthopaedica Scandinavica, 
VII, 107, 1936. 


Flat acetabulum has been suggested as a cause 
of hip disorders by several writers and by Dr. Mor- 
ville in a previous paper (Acta Orthopaedica Scan- 
dinavica, IV, 133, 1933). His present paper is based 
on the injection of the hips of twelve stillborn 
babies, and a study of the roentgenograms of one 
hundred patients with osteo-arthritis and of thirty 
patients who were admitted for hypertrophied 
prostates. 

The femoral head is normally too large for the 
shallow socket at birth. The progressive deepening 
of the acetabulum, the changes of the axis of the 
neck, and the position of the epiphysis are shown 
diagrammatically from birth to nine years. Instead 
of the term “congenitally flat acetabulum,” the 
writer suggests the phrase “acetabulum which re- 
mains flat.” 

He further groups hip lesions into constructive 


(luxation, subluxation, and coxa valga) and struc- 
tural (coxa plana, “slipping” epiphysis, and ac- 
quired subluxation.) Osteo-arthritis of the hip is 
developed on the basis of subluxation of the con- 
genital or of the acquired type. Examples are given, 
and the treatment is discussed. 


Correlation of Pathologic and Roentgenologic Find- 
ings in Tuberculosis and Pyogenic Infections of 
the Vertebrae. The Fate of the Intervertebral 
Disc. Edward L. Compere and Monroe Garrison. 
Annals of Surgery, CIV, 1038, December, 1936. 


The vertebral body is richly supplied with nu- 
trient arteries which penetrate the cortex, but do 
not cross the articular surfaces, while the inter- 
vertebral disc, on the other hand, has no blood 
supply in the adult, nutrition being supplied by the 
lymphatic system. The fibrocartilaginous annulus 
blends intimately with the hyaline-cartilage plates 
above and below, enclosing the nucleus pulposus, 
the semigelatinous substance of which is incom- 
pressible and its narrowing must therefore be ob- 
tained by dehydration, extrusion, or destruction. 


Vertebral tuberculosis most commonly arises from 
a hematogenous implant in the spongiosa or com- 
pacta of the body, usually in the metaphysis with 
slow erosion into the cartilage. Such a lesion may 
be too small to be recognized in the roentgenogram 
until after the prolapse of the nucleus and de- 
struction of the disc. 

In pyogenc infection, the primary focus is in the 
bone, but the disc is less able to survive the attack, 
as demonstrated by early roentgenographic evi- 
dence. The cartilage plate is rapidly destroyed by 
the proteolytic enzymes, the nuclear substance is 
extruded, and the fibrous annulus also undergoes 
dissolution. The onset is rapid, the duration short, 
and the symptoms severe. When the infection sub- 
sides, there is regeneration of bone, and bony an- 
kylosis occurs more often and more rapidly than in 
tuberculosis of the spine. Pyogenic infection may 
spread by direct extension through an interverte- 
bral disc from body to body, but this was not 
found by the authors in their cases of vertebral 
tuberculosis. In the latter, spread by extension oc- 
curred under the anterior longitudinal ligaments 
with surface invasion of bone. 

Secondary pyogenic infection is a frequent com- 
plication, characterized by sinus formation, amy- 
loid disease, and death 

The pathological changes may be typical either of 
tuberculosis or of pyogenic osteomyelitis, or of a 
combination of the two. 

Nine cases are reported, which are excellently il- 
lustrated with some forty-two photographic and 
roentgenographic studies of gross specimens and 
microscopic sections. 


Brittle Bones and Blue Scleras in Five Generations. 
Ralph G. Hills and Samuel McLanahan. Archives 
of Internal Medicine, LIX, 41, January, 1937. 


The authors report the case of a white girl, aged 
ten years, who had multiple fractures, dislocation 
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of the hip, and blue sclera. Data were obtained 
concerning fifty members of the patient’s family, 
in twenty-six of whom the main features of the 
disease were present. Four distinct features of this 
syndrome are emphasized; fragile bones, blue 
sclera, a tendency to deafness, and relaxation of 
the ligaments. Affected subjects tend to be short 
and slender. The etiology is unknown. The syn- 
drome is best described as a hereditary hypoplasia 
of the mesenchyma and follows the mendelian law 
of inheritance, appearing as a dominant character. 
There is no specific treatment other than protec- 
tion from injury and treatment of fractures which 
apparently heal satisfactorily. The fractures tend 
to occur throughout childhood until puberty is 
reached. The disease is to be distinguished from a 
large group of non-hereditary conditions of differ- 
ent etiologies, associated with soft or brittle bones— 
for example, osteoporosis, osteomalacia, metastases 
to bone, hyperparathyroidism. 


— 
vv 
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The Stereoscope in Theory and Practice. The Brit- 
ish Journal of Ophthalmology, April, 1937. By 
Emanuel Krimsky, M.D., New York. 


In a thirty-six page original article the author 
discusses his subject from many angles. Numerous 
charts, tables and drawings are included. It is an 
article that does not lend itself to abstracting. The 
author’s concluding remarks will give some idea of 
the range of his discussion. 

1. Stereoscopy, as ordinarily practiced, is a 
vague, undignified technique. 


2. An appreciation of the underlying principles 
of stereoscopic optics is imperative in in- 
terpreting stereoscopic manipulations. 


3. A fixed stereogram (with exception of a 
phoria card) is an unsatisfactory method of 
determining the fusion status or for orth- 
optic training. 

4. The eyes cannot maintain the same inter- 
stereogram separation with change in view- 
ing distance. 


5. As the eyes converge with accommodation, 
the inter-stereogram separation must be 
made correspondingly less in order to main- 
tain easy fusion. 

6. A split stereogram which can be shifted to 
correspond to changing positions of visual 
axes with variable accommodations is the 
only practical method for stereoscopic study. 


7. A stereogram with a separation fixed for in- 
finity viewing range becomes relatively di- 
vergent when brought nearer to the eyes. 

8. fe variable convergences of the eyes with 

accommodations may be accurately 
por ne arnt and applied to stereoscopic inves- 
tigation. 

9. A precision stereoscope enables the examiner 
to determine the convergence and divergence 
status in the primary phase both at infinity 
and at any desired accommodative range; 
thus enabling the examiner to diagnose and 
to classify the type and degree of muscle 
anomaly; the range of fusion; the amount 
of phoria; and the progress in terms of pris- 
matic vergence with each sitting. 


10. The ordinary professional stereoscope, be- 


cause of its cramped construction and lenses 
of fixed focal length, considerably reduces 
its adaptability to excessive convergence and 
divergence. The stereoscope, however, may 
be so modified as to be adaptable to fairly 
large degrees of ocular convergence by the 
use of widely separated lenses of selective 
short focal lengths and supplemented, if 
necessary, by suitable prisms. 

11. Accurate records can be kept with a cali- 
brated stereoscope, and further supplement- 
ed with the patient’s home-training record 
for purposes of intelligent co-operation. 

12. The incorporation of fixed base-out prisms, 
as in the ordinary stereoscope is not, as or- 
dinarily supposed, a means of adapting the 
instrument to greater convergences—but a 
relic of bygone days for employing larger 
stereograms (greater field of view) for pur- 
poses of parlour entertainment. The addition 
of selective prisms should be left to the ex- 
aminer who alone should be in a position to 
determine the need for supplementing base- 
in or base-out prisms. 

13. The author’s stereoscope enables the exam- 
iner to determine at a glance the amount of 
convergence or divergence, with selective ac- 
commodations, for fusing split pictures, by 
incorporating: 

(a) Viewing lenses of variable separation 
and of known focal length. 

(b) Moving calibrated rod. 

(c) Viewing boxes calibrated to record 
amount of separation of split pictures, 
and, 

(d) Tables to which examiner may refer 
so as readily to translate these verg- 
ence readings. 


The Medical Treatment of Meniere’s Syndrome. 
Madelaine R. Brown, M.D., Boston, The Journal 
of the American Medical Association, April 3, 
1937. 


Meniere's original paper of 1861 is briefly re- 
viewed. Lumbar puncture, quinine, mastoidectomy, 
labyrinthectomy and section of the vestibular por- 
tion of the eighth nerve have been used in combat- 
ing this syndrome. Section of the nerve is the mode 
of procedure from which the most successful re- 
ports come at the present. 

Furstenberg first noted the relation between diz- 
ziness, cardiovascular renal disease and water bal- 
ance. Danish literature shows satisfactory treat- 
ment of Meniere’s syndrome by dehydration com- 
bined with a low salt diet. It was determined that 
the excretion of the sodium was the important fac- 
tor and that the addition of ammonium chloride 
to the diet aided in the elimination of the sodium. 
At Ann Arbor this was proven on fourteen patients. 
The increased intake of sodium precipitated an at- 
tack, while its withdrawal afforded complete re- 
lief. The Boston City Hospital and the Massachu- 
setts General Hospital each placed six patients on 
this diet and found relief in periods from six 
months to twenty-two months. An increase of the 
sodium in four of them precipitated attacks. 


He points out that failure of medical treatment 
may be due to a faulty diagnosis. The two symp- 
toms most commonly lost are deafness and tinnitus, 
i. e., before an attack. He places them of equal im- 
portance as vertigo and vomiting. Not much im- 
portance is placed on Barany’s test. 

It is pointed out that the average sufferer from 
this syndrome is ready to follow any routine that 
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might prevent further attacks. Furstenberg’s pa- 
tients were mostly foreigners and some difficulty 
was had in getting the regime started. He hospital- 
ized all of his fourteen patients for a period of 
thirty days. 

The use of sodium bicarbonate for the vomiting 
is cautioned against as this increases the intake of 
sodium. 

Brown reports in detail twelve cases of Meniere’s 
syndrome that have been freed of their attacks by 
means of medical treatment. 

Furstenberg’s treatment and diet are given in 
such a form that they require no elaboration for 
anyone wishing to try them. 


Diphtheria Simulating Peritonsillar Abscess. A. 
Harry Neffson, M.D., New York, and Jacob Brem, 
M.D., Boston. Archives of Otolaryngology, March, 
1937. 

Gordon and Young in 1930 reported forty-three 
cases where peritonsillar tissues had been incised 
in diphtheria. The mortality was fifty-eight per 
cent. Diphtheria of equal severity at the same 
time, where no incision was made, and the anti- 
toxin was given, was thirty-four per cent. If an 
incision had been made in diphtheritic tissues and 
the antitoxin had been given immediately, the 
mortality was less than if given twenty-four hours 
later. 

In the past ten years these cases reported above 
and a few from European literature are the only 
recorded cases. 

Clinical diphtheria may be easily confused with 
peritonsillar abscess. Gordon and Young stated: 
“Patients with quinsy are usually adults, those with 
diphtheria children.” The author's six cases re- 
ported show the fallacy of this. They were all 
adults, ages twenty-four to thirty-six. Even in Gor- 
don’s and Young's report thirty-one of their forty- 
three patients were fifteen years of age or over 
and twenty-five patients were twenty years or over 
in age. 

If there is a suspected peritonsillar abscess the 
author’s advise cultures before incision, as a twen- 
ty-four hour wait on the incision of the abscess is 
not ordinarily fatal. Repeated cultures should be 
done if necessary. Gordon and Young suggest anti- 
toxin if you do not obtain pus on incision. At the 
Willard Parke Hospital in the past six or seven 
years there has been no instance of tonsillar diph- 
theria with peritonsillitis requiring incision. Mixed 
infections accompanying the diphtheritic infection 
is not uncommon. 

Of the six cases reported, three died of toxic 
myocarditis and complications; two who survived 
showed toxic myocarditis and the remaining one 
showed no damage to the myocardium. They came 
to the hospital from the fifth to the eighth day 
in the course of the disease. Delay of giving the 
antitoxin and unnecessary surgery were causes of 
the high mortality (fifty per cent). 

The author's differential diagnosis between peri- 
tonsillar edema of diphtheria and that of peri- 
tonsillar abscess are: “the low grad2 fever, the 
relatively rapid pulse, the absence of a history of 
a previous sore throat with high fever and chills, 
the gradual progress of the symptoms, the lack of 
local fluctuation and the greater general toxicity 
of the patient. Moreover, in diphtheria the peri- 
tonsillar edema is usually bilateral and there is 
diffuse adenocellutitis of the neck which is not 
tender, whereas with an abscess the edema is usual- 
ly unilateral and there are discrete, tender ton- 
sillar nodes. Also, in instances of abscess the throat 
is much more painful, opening the mouth is more 


difficult and depressing the tongue with a stick 
causes excruciating pain owing to spasm of the 
muscles compressing the abscess.” 


Is Ionization Worth While for the Allergic Patient? 
Dr. Arthur M. Alden, St. Louis. The Laryngo- 
scope, January, 1937. 


Alden was one of the origina] enthusiasts on ion- 
ization by the Warwick method. His first report on 
this procedure was very favorable. After a con- 
tinued use of the method for three years he pub- 
lishes this article to evaluate his findings. 

Warwick's technique was used at first; later any 
smooth galvanic current and two per cent zinc 
sulphate solution were found to produce the same 
result; it was found that when the zinc sulphate 
was put in tragacynth jelly and instilled in the 
nasal cavities with a syringe and cannula that the 
discomfort incident to the gauze packing was elim- 
inated and the result obtained the same. 


After a brief discussion of the physiology in- 
volved, Alden says: “The end result clinically is a 
nasal mucosa that is somewhat dryer than former- 
ly and much less subject to intermittent attacks 
of intumescence.” The sensitivity of the nasal cells 
to their particular allergens is decreased for a 
short period, i. e.. months. The status of the in- 
dividual as to his allergic condition is changed 
not at all. 

The first nineteen patients he treated were in 
the height of their acute attacks and the result ob- 
tained was good, i. e., prompt and complete relief 
for the time being. 

Let me quote Alden as to the evaluation of the 
clinical results: “My own estimation of the relief 
following ionization in hay fever and other aller- 
gic conditions, pubished in the spring of 1935 and 
based upon the results obtained during the season 
of 1934, and half of the 1933 season, was all wrong 
because not enough time had elapsed for the pa- 
tients to resensitize themselves. At the present 
time resensitization has taken place in most of my 
hay fever patients and they still have their symp- 
toms at the appointed time, though a number of 
them, due no doubt to the fibrotic changes in their 
submucosa, say that their nasal discomfort is much 
less severe than formerly.” 

His opinion is that desensitization is the method 
of choice. Where obstructive and secretory symp- 
toms are the most prominent, then ionization is 
of value. 

The ionization is not of value "y asthma except 
for the relief of nasal obstruction when present. 

Perennial allergic rhinitis symptoms in many 
cases show improvement. 

The author's summary: 

1. Ionization produces in the nasal mucosa a 
mechanical change which renders it less able 
to produce profound vascular or secretory re- 
sponses to either external irritation or vaso- 
motor stimuli. 

2. Ionization does not alter either the allergic 
status of the individual or the ability of the 
nasal cells to be affected by allergens. 

3. The value of ionization as a therapeutic 
method in rhinology rests solely upon its effi- 
ciency as an agent to reduce excessive nasal 
intumescence and nieces 


The Problem of Early Larmmgeal Tuberculosis Dr. 
Rh. Blegvad, The Journal of 


Copenhagen. 
casgeeieey aad Otology, March, 1937. 
Hospitalized patients furnished data for the 
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author’s conclusions. To the Oeresunds hospital in 
Copenhagen are admitted all patients suspected of 
tuberculosis and from these the Boserup Sanato- 
rium is filled. These patients naturally furnish 
laryngeal tuberculosis in its various stages for ob- 
servation and treatment. From 1916 to 1934, one 
thousand seven hundred seventy-three patients 
with laryngeal tuberculosis were treated at the 
hospital. Seventy-four per cent of these died; 
twenty-six per cent are alive (of the one thousand 
three hundred and sixty-nine patients that were 
under continual observation, four hundred and four 
cases could not be followed). Constant observation 
includes every fortnight at the clinic or if the 
laryngeal tuberculosis has healed, reporting from 
one to four times a year for inspection. 

The treatment is used by the Finsen Institute, 
i. e., universal carbon-arc light baths. In the last 
few years the author has used quartz light baths. 
The carbon-arc light baths are more tiring than 
the quartz light treatment, so if the patient is 
feverish and in bad general condition the quartz 
light is preferable. Up to 1934, one hundred seven- 
ty-nine patients were treated with universal quartz 
light. The results were good showing forty-eight 
per cent cured or improved. The author draws no 
definite conclusion from this however as the num- 
ber of patients treated is as yet too small. 

Surgical procedures are done with the aid of a 
laryngeal mirror rather than by the direct method 
the reasons being, less trauma to the patient and 
easier localization, because during direct laryngo- 
scopy the larynx is drawn out of shape. From 1922 
to 1936 the following surgery was done: four hun- 
dred one excisions; five hundred twenty-seven gal- 
vano-cauterizations; forty amputations of the epi- 
glottis; one hundred twenty-seven injections of 
alcohol; forty-nine resections of the superior lar- 
yngeal nerve. 

Naturally in tubercular patients pathology of the 
larynx is usually tubercular. This does not how- 
ever rule out the occurrence of other lesions such 
as benign neoplasms, acute catarrhal laryngitis, 
syphilitic mucous plaques and carcinoma, which the 
author describes and discusses. He does not stress 
the differential diagnosis of tuberculosis, cancer, 
or syphilis so much as he does an early diagnosis 
in laryngeal tuberculosis. The earlier the treat- 
ments are started the better the prognosis. He dif- 
fers in opinion with other authors who think “that 
phthisical patients who are susceptible to acute 
laryngitis are especially disposed to laryngeal 
tuberculosis.” This is quite contrary to his per- 
sonal experience. 

Suspicious symptoms of laryngeal tuberculosis 
mentioned in Sir St. Clair Thomson’s textbook 
are: “catarrh or congestion, limited to one part of 
the larynx, and lasting some time. Thickness or 
congestion of one arytenoid, of one ary-epiglottic 
fold, or of one side of the epiglottis.” All unsym- 
metrical affections. Also, “paresis of the muscles 
of adduction and tension.” 

Other suspicious changes described and discussed 
by the author are: isolated redness of a vocal cord: 
swelling and redness of the vocal processes; pro- 
lapse of the ventricle of Morgagni; swelling of the 
lower surface of the vocal cords; and swelling of 
the mucous membrane in the interarytenoid re- 
gion. 

Beautiful illustrations accompany the article. 


Use of Sulfur Dioxide in Treatment of the Epi- 
demic Cold. A. G. Rawlins, M.D., San Francisco. 
Archives of Otolaryngology, February, 1937. 


The author assumes: (1) No definite organism 


has been established as the initiating agent. (2) 
Visible bacteria are probably secondary invaders 
and are concerned only in the severity and pro- 
longation of the disease and its complications. 
(3) There is considerable evidence that colds are 
due to an invisible, inculturable, filtrable agent of 
some kind and that it is present only in the early 
stages of the disease. 


Environment, allergy and anatomic defects are 
predisposing factors but he considers the cold as an 
infectious epidemic and endemic disease due to a 
filtrable virus. He puts the incubation period at 
from one and one-half to three days; the im- 
munity period from three to four months. The 
two epidemics of colds in San Francisco usually 
occur about the first of the year and in August 
or September. 

The literature on colds does not show any re- 
search blood work in this connection. Thirty blood 
counts by the author on cases during the first 
twelve hours of the infection showed that they 
were generally within the normal limits. Three 
cases showed a mild eosinophila; two cases a slight 
leukocytosis. There was no leukopenia as in the 
influenza. Temperature was checked in over one 
hundred cases during the first twelve hours and 
found to be slightly elevated. 


The author’s sulfur dioxide treatment was tried 
on over eighty patients recently; sixty-six reported 
a cure in the first or second day of treatment; 
fourteen reported no benefit. When tried on pa- 
tients along in the third or fourth day of infection 
= in streptococcic throats, the results were nega- 
tive. 

The question of whether or not sulfur dioxide 
might be harmful was investigated in the follow- 
ing manner: one hundred men in a factory were 
exposed to sulfur dioxide fumes and another hun- 
dred were employed in a factory in work that did 
not necessitate contact with the fumes. It was 
found that no deleterious effect was evident from 
the fumes in endurable concentrations and even 
when stronger the effect was small under condi- 
tions which would allow quick escape. 


The technic of the treatment: the patient is given 
a three ounce bottle half filled with a fresh sat- 
urated solution of sulfur dioxide, using a rubber 
stopper; the patient inhales the gas for about ten 
minutes three times daily; do not inhale deeply 
as this tends to produce a cough—shallow inhala- 
tions are all that are necessary; this is of benefit 
only in the early stages. 


4). 
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Acute and Chronic Pancreatitis. By Dr. Gatewood, 
Presbyterian Hospital, Chicago. Surgical Clinics of 
North America, April, 1937, Page 473. 


The article, which is apparently a clinical lec- 
ture, is preceded by this quotation from Reginald 
Fitz in 1889: “Acute pancreatitis is to be suspected 
when a previously healthy person, or sufferer from 
occasional attacks of indigestion, is suddenly seized 
with violent pain in the epigastrium, followed by 
vomiting and collapse, and, in the course of twenty- 
four hours, by a circumscribed epigastric swelling, 
tympanitic or resistant, with a slight rise in tem- 
perature.” 


Discussing the etiology, the author says: “As the 
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exact etiology of acute pancreatitis is still un- 
known, so is the exact meaning of the term some- 
what indefinite. It is used to cover the acute ful- 
minant type which is accompanied by hemorrhage 
and necrosis as well as the interstitial variety, or 
the edematous type in which no necrosis occurs. 
There is also that rare variety in which suppura- 
tion predominates and in which either small mul- 
tiple abscesses or one large abscess may occur.” 

Quoting McWhorter, who collected sixty-four 
cases that had been observed by members of the 
Chicago Surgical Society, it appears that the aver- 
age age of the group was somewhat more than 
forty-three years. Men are more often affected 
than women. Vascular diseases, syphilis, disinte- 
gration of a neoplasm are to be considered in con- 
nection with the development of acute pancreati- 
tis. Gall stones are found in about two-thirds of 
the cases. 

Pathologically, the pancreas is soft, swollen, dark 
red, purplish or even black in color. Microscopically, 
there is necrosis which destroys the normal his- 
tology. 

The author says that “the symptoms are so 
typical that the diagnosis should be made more 
often than it is.” There is severe epigastric pain 
with nausea. There is collapse, with cyanosis. The 
pulse is rapid and thready. The conditions with 
which it is most often confused are cholelithiasis 
(acute), perforation of a peptic ulcer, and coro- 
nary thrombosis. 

Laboratory investigators are, as a rule, of but 
little benefit, but the author calls attention to the 
Wohlgemuth test for blood sugar. While the normal 
blood sugar is from seventy to two hundred mg. 
to one hundred cc. of blood, in acute pancreatic 
inflammation there is great increase. 


Discussing prognosis, attention is directed te the 
profound circulatory collapse that is present in the 
typical case. For this reason, “the prognosis varies 
greatly with the acuteness of the disease. Death 
may occur within twenty-four hours in spite of 
any form of treatment.” 


Usually, the treatment advised is surgical opera- 
tion which may consist of drainage of the bile 
tract area, usually by way of the gall bladder; or 
as an alternative proceeding, the placing of drain- 
age tubes or gauze packs down to the pancreas 
in the lesser peritoneal cavity. Incision of the cap- 
sule of the gland does not seem to be wise, because 
there is already necrosis. 


While operative treatment is advised, the author 
remarks, “operative mortality may be reduced 
somewhat by more careful pre-operative prepara- 
tion. Great care should be given to the treatment 
of shock, and a few hours spent in preparation 
may help lower the mortality.” 


In connection with chronic pancreatitis, the 
statement is made that it is found in at least one- 
fourth of patients who have disease of the bile 
tract area, the degree of pancreatitis varying. 
Stones are frequently found i: the bile tract area. 


The symptoms of chronic pancreatitis are very 
much like the symptoms of chronic cholecystitis. 
Where the pancreas encircles the common duct 
there is jaundice, usually without pain. While the 
jaundice may be very pronounced, it is usually pos- 
sible to demonstrate a little bile in the feces. 


Differentiation must be made between chronic 
pancreatitis, catarrhal jaundice, cirrhosis of the 
liver, sub-acute yellow atrophy of the liver, chole- 
lithiasis, and carcinoma of the pancreas. 


It is indicated that it is very difficult to maxe 
a differentiation between chronic pancreatitis and 


carcinoma, even after the abdomen is opened, be- 
cause the information secured by palpation is often 
distinctly suggestive of carcinoma. 

In discussing treatment, the author makes the 
statement that “removal of gall stones and drain- 
age of the gall bladder is the operation of choice 
in the unquestioned case of chronic pancreatitis.” 
He objects to the indiscriminate anastomosis of the 
gall bladder with the stomach or duodenum be- 
cause of the risk of ascending infection. 


LeRoy Long. 


Chondromatosis of the Joints. By Ernest Freund, 
Venice, Fla. Archives of Surgery, April, 1937, 
Page 670. 


The author prefers to use the name “chondro- 
matosis” rather than the name “osteo-chondro- 
matosis” because “the lesion may be advanced 
and still there may be no new bone formation.” 

Chondromatosis of the joints is regarded as an 
uncommon affection, but it is indicated that the 
diagnosis is made erroneously many times. 


The cases of three patients are reported as fol- 
lows: 

Case 1. A man, twenty-nine years of age, had lim- 
itation of motion in the left shoulder shortly after 
being thrown from a horse. After about a year 
there was some improvement, and he was able to 
work, but the limitation of motion remained, and 
there was occasional pain. 


Physical examination showed the limitation of 
motion. There was slight atrophy of the left arm. 
A roentgenogram showed many small bodies, most 
of them not larger than a pea, in the inferior part 
of the shoulder joint. An open operation was per- 
formed, and many of the small bodies removed. 
However, a roentgenogram made shortly after the 
operation revealed a good many small bodies in the 
joint. There was great improvement. A roentgeno- 
gram about a year after the operation showed a 
still further reduction in the number of bodies, 
there being only one larger body in the inferior 
porticn of the joint. The author believes that there 
had been spontaneous resorption of the joint bodies. 
Incidentally, there was considerable deformity of 
the head of the humerus. 


Case 2. A man of twenty-five, while planting a 
garden, complained of pain and stiffness of the left 
hip. He said that as he stooped over he felt some- 
thing pop in his left hip, and after-that he could 
not “straighten out.”” He went down on his knees 
and spread the legs. This relieved the sharp pains. 
“From this time on, the left hip remained in an 
abducted position.” Physical examination showed 
an abduction of forty degrees, and flexion of about 
thirty degrees. The pelvis was tilted upward on that 
side, and there was pronounced atrophy of the 
left thigh. Roentgenograms revealed bony atrophy 
about the hip joint. The space between the bones 
forming the joint seemed to be widened. A definite 
diagnosis was not made, but there was an explora- 
tion of the hip joint. The synovial fluid was thick, 
clear, yellow. There were a few small cartilaginous 
bodies in it. The patient developed a post-operative 
streptococcic infection. He was recovering when the 
article was written, but it was “doubtful how much 
useful motion he will preserve in the hip.” The 
case of this patient was as a case in 
which there was not sufficient calcification of the 
cartilaginous bodies to show in the roentgenogram. 

Case 3.. A man of fifty-two slipped on a greasy 
floor and fell two years before admission to the 
hospital. He was crippled in the left hip after that. 


When he was examined there were flexion and ab- 
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duction of the thigh. A roentgenogram four weeks 
after the onset of symptoms showed a calcified 
body in the left hip joint about the size of a bean. 
Another roentgenogram ten months after the onset 
showed several bodies. The joint space was pre- 
served well. Two years after the onset a roentgeno- 
gram of the left hip joint revealed what appeared 
to be fusion of the pre-existing calcified bodies. 
An exploration of the hip joint was done. Six 
months after operation there was some improve- 
ment, but, judging from the report, not enough to 
be encouraging. Two years after the operation there 
were weakness and pain of the lower left extremity, 
and there were pronounced flexion and abduction 
of the thigh. 

The author summarizes as follows: “On the basis 
of material in three cases, which has been care- 
fully studied clinically, roentgenographically and 
pathologically, the idea is expressed that chondro- 
matosis of joints does not represent a blastomatous 
change of the synovial membrane. The process is 
similar to that of myositis ossificans—a metaplastic 
hyperplasia of connective tissue. The close embry- 
onal relation of synovia to cartilage explains the 
prevalence of cartilaginous tissue in chondroma- 
tosis. Spontaneous resorption of calcified bodies 
speaks in favor of a hyperplastic process also from 
a clinical point of view.” 

COMMENTS: It appears to the reporter that 
the chief value of the article is in connection with 
the histo-pathology. It appears that open opera- 
tion is at least of doubtful value because there was 
apparent resorption of overlooked bodies in the 
first case reported, and in the two other cases the 
clinical results were apparently distinctly unsatis- 
factory. LeRoy Long. 


Ventrosuspension of the Uterus With Living Su- 
tures. By E. M. Hodgkins, Boston, Massachusetts. 
The American Journal of Obstetrics and Gyne- 
cology, April, 1937, Page 559. 


This author is reporting twenty-seven patients 
who have been operated upon and had the Ols- 
hausen type round ligament fixation done with 
fascial sutures as outlined in this article. 

Operations were carried out through a trans- 
verse suprapubic incision and a strip of the lateral 
portion of the rectus fascia was detached at the 
upper margin of the exposed area and left at- 
tached at the lower incision point, being used on 
the corresponding side to incorporate the round 
ligament in a living suture fixation. The Olshausen 
type of operation was employed in all cases, but 
the author points out that the same principle could 
be utilized in any other modification of the origi- 
nal Gilliam procedure. 

The author reports satisfactory results in all of 
the patients included in this series. 


COMMENTS 
The means of obtaining attached fascial suture 
material is not dissimilar to that employed in the 
McArthur type of inguinal hernia repair in which 
the fascial suture is derived from the aponeurosis 
of the external oblique. 


The author undertook this change of procedure 
because of his constant large percentage of failures 
in maintaining position of the uterus after the 
use of linen suture material. 


I have but rarely employed the Olshausen opera- 
tion but in the Simpson modification of the Gil- 
liam operation, chromic suture material has been 
perfectly satisfactory with practically no failures 
in maintaining the position of the uterus. There- 
fore, in the average round ligament suspension 


operation the necessity for the employment of liv- 
ing sutures is quite questionable. However, there can 
be little doubt that the use of such living sutures 
will produce firm union and the knowledge of this 
technical variation is an addition to a surgeon's 
store of knowledge to cope with a situation in 
which it is suspected that there will be poor union 
between the round ligaments and either the fascia 
or peritoneum. Wendell Long. 


The Physiology of the Human Cervical Mucosa. By 
Anthony Wollner. Surgery, Gynecology and Ob- 
stetrics, April, 1937, Page 758. 


Twenty women with normal menstrual histories, 
free from gross pathology of the genital organs, 
form the basis for this series. Fifty-four cervical 
biopsies were obtained from these twenty patients 
and this article is a report of the study of this 
biopsy material. 

The author’s conclusion follows: 

“The present study permits one definite con- 
clusion, and this is that there is a distinct men- 
strual cycle in the cervical mucosa. This structure 
being under hormonal] influence like the endo- 
metrium, the intermenstrual phases must be taken 
into consideration when the histological findings 
in the cervix are interpreted. In the premenstrual 
phase the histological picture may simulate an in- 
flammatory reaction, and cyst formations may re- 
sult from hormone action by producing exfoliation 
of the epithelial lining.” Wendell Long. 


A Clinical Study of Catgut in Relation to Abdomi- 
nal Wound Disruption. By Hilger Perry Jenkins, 
Chicago, Illinois. Surgery, Gynecology and Ob- 
stetrics, March, 1937, Page 648. 


The following quotation of the summary and 
conclusions contain the meat of this excellent and 
rather long report upon this important subject: 

“1. A review of one thousand two hundred nine- 
ty-four cases of abdominal wound disruption has 
been made, including thirty-six cases from the Uni- 
versity of Chicago Surgical Clinic. An analysis of 
the data on this large group has shown the follow- 
ing outstanding points: 

“2. The average age was forty-four years. 

“3. There were fifty-seven per cent males and 
forty-three per cent females. 

“4. The primary disease necessitating operation 
was malignancy, twenty-five per cent; biliary tract 
disease, thirteen per cent; appendicitis, six per 
cent; gastric or duodenal ulcer, fifteen per cent; 
and gynecological conditions, eighteen per cent. 

“5. The average time before disruption was 83 
days. 

“6. The mortality was thirty-five per cent. 

“T. The factors influencing disruption have been 
discussed from the standpoints of the surgeons 
and his technique, of the patient, and of the suture 
material. 


“8. Factors attributable to the surgeon included 
faulty knot tying, the use of non-pliable catgut, of 
too much catgut and of continuous catgut suture 
in the presence of drains or tension sutures. 


“9. Factors attributable to the patient included 
delayed wound healing, undue strain of the heal- 
ing wound from post-operative complications or 
conduct, and inherent weakness of the posterior 
sheath. 

“10. Factors attributable to the suture material 
included mechanical damage to the catgut from in- 
struments and soaking in very hot water, imper- 
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fections in the catgut, and rapid digestion as a 
result of sensitivity to catgut protein or chromic 
acid, and of infection. 

“11. A clinical test for the duration of tensile 
strength of catgut has been described as the ‘seton 
test’ and the ‘tension suture test.’ When the test 
was conducted on clean wounds it was found that 
some brands of chromic catgut were digested in 
six to ten days, while other brands lasted fifteen 
to twenty days. The forty-day chromic usually 
lasted a few days longer than the twenty-day 
chromic of the same brand. Plain catgut of differ- 
ent brands lasted five to six days by the tension 
suture test, but it was found that when plain cat- 
gut was used for the seton test it usually became 
untied in the tissues and could be lifted out in 
two or three days. The presence of some bacterial 
contamination which contributed to the rapid di- 
gestion could not be excluded as a possible factor 
of importance, although no perceptible suppura- 
tion was observed about the catgut. 


CONCLUSIONS 


“As a result of the study of one thousand two 
hundred sixty-two cases of abdominal wound dis- 
ruption it appears that a large number of factors 
may enter into the etiology of this condition. When 
absorbable suture material is used the rapidity of 
digestion of the approximating suture should be 
considered a factor of significance. In the light 
of observations made on the duration of tensile 
strength of chromic catgut under conditions ob- 
taining in the ‘seton test’ and ‘tension suture test’ 
it appears that: 

“I. Some brands of chromic catgut may be 
rapidly digested in the absence of perceptible sup- 
puration, although the presence of some degree of 
low grade or non-suppurative infection cannot be 
excluded. 

“2. The rapid digestion of twenty-day chromic 
catgut, which has been frequently observed in ap- 
parently clean disrupted wounds, can be attributed 
at least in some of the cases to the presence of a 
low grade non-suppurative infection. 

“3. The use of a drain or tension sutures in a 
wound closed with continuous chromic catgut is 
hazardous to the continuity of the suture. 

“4. The difficulties which may have been blamed 
on the use of so-called twenty-day chromic catgut 
can be attributed to some extent to the way in 
which the surgeon used the catgut as well as to 
the use of a poorly resistant chromic catgut. 

“5. There is « definite place in surgery for an 
absorbable suture material which can be depended 
upon to maintain its tensile strength under the 
conditions of the clinical tests described for at 
least fifteen to twenty days. The forty-day chromic 
catgut of two reliable manufacturers approaches 
these specifications more closely than the twenty- 
day chromic. It is hoped that two other companies 
will soon have a similar standard product. 

“6. In using a catgut which will resist absorp- 
tion under these circumstauces for fifteen to 
twenty days, it must not be overlooked that under 
more favorable circumstances it might persist in 
the tissues for a much longer period of time and 
possibly result in extrusion of the undigested cat- 
gut in some instances. It is probable that this 
would be less likely to occur when smaller sizes 
of catgut are used. 

“I. Irrespective of the disadvantages mentioned 
the use of a highly resistant forty-day chromic 
catgut with these specifications would seem to be 
appropriate in the presence of contamination or 
suppuration, and in patients who might be classed 
as having predilection for disruption.” 


COMMENTS 

This is an extremely important subject not en- 
tirely limited to the field of wound disruption be- 
cause the same care and the same procedures 
which will prevent wound disruption will unques- 
tionably produce sounder healed wounds in the 
instances where there is no actual wound disrup- 
tion. 

While this article primarily deals with catgut 
in relation to abdominal wound disruption, there 
is much valuable information about the importance 
of such simple things as faulty knot tying, injury 
to catgut by instruments during operation and 
placing too much tension upon catgut sutures. 

There is no doubt that catgut absorbs much more 
rapidly under certain tissue surroundings. For ex- 
ample, it has been known for some time that cat- 
gut absorbs more rapidly in vaginal wounds than 
in the abdominal wall. Smaller sizes of non-boilable 
forty-day chromic catgut are much to be preferred 
in suturing vesicovaginal defects for this reason. 

Wendell Long. 


Clinical Classification of Cases of Carcinoma of 
Corpus Uteri. By H. S. Crossen, St. Louis, Mo. 
The American Journal of Obstetrics and Gyne- 
cology, April, 1937, Page 587. 

“A uniform method of clinical classification ac- 
cording to extent of involvement is imperative, not 
only for evaluation of treatment results in reported 
cases, but also as a guide to the selection of the 
best treatment for patients as they come day by 
day.” 

“Each of these stages was selected with two 
points in view: first, to have its limits correspond 
with anatomic lines as far as practicable so as to 
be well defined and easily described, and, second, 
to have it recognizable clinically before operation 
as far as possible with the various helps available. 
The six stages, each representing a definite extent 
of involvement, are as follows: 

“Stage I: Endometrium alone involved. 

“Stage II: Definite involvement of the muscu- 
lar wall, but not beyond its middle. 

“Stage III: Extension to the outer half of 
the uterine wall, but not beyond the borders of the 
uterus. This includes extension to the peritoneal 
coat with possible areas of adhesive peritonitis, but 
without carcinomatous involvement of the ad- 
hesions. : 

“Sage IV: Extension to surrounding structures 
but not beyond removable ones, such as adnexa 
and adjacent portions of the broad ligaments. 
There may or may not be extensive intestinal or 
other peritoneal adhesions, but no extension of 
carcinoma cells into such adhesions. 

“Stage V: Extension into structures not advis- 
able to remove, but removal of the original tumor 
is still practicable. The carcinomatous extension 
may be into an adherent coil of intestine or an ad- 
herent area of bladder wall, or it may be along the 
broad ligament lymphatics into the deep structures 
of the pelvic wall. 

“Stage VI: There is such extensive involvement 
of surrounding structures that not even the main 
tumor mass can be safely removed.” 

There follows an excellent brief discussion of the 
clinical recognition of the stages and a summary 
of the treatment of each. 


COMMENTS . 
As Dr. Crossen states in the introduction to this 
article, a dependable clinical classification of cases 
_ of carcinoma of the corpus has been delayed by 
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difficulties not encountered in carcinoma of the 
cervix. “In cervix cancer the location and extent of 
the infiltration can be determined by direct pal- 
pation, and the depth of the vaginal and cervical 
ulcerations are open to easy and accurate inspec- 
tion. Not so in corpus cancer, where the various 
stages of extension into the thick uterine wall defy 
palpation and inspection, and can be outlined only 
after the uterus is removed.” 

The clinical classification here given impresses 
one as being quite definite and practical. It more 
nearly approaches a classification which would be 
universally adaptable than any other which has 
been presented. Because of the need for a common 
basis upon which treatment can be evaluated, it 
is hoped that it will be rather universally adapted. 

Wendell Long. 
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Duration of Immunity Following Diphtheria Pro- 
phylaxis. By F. G. Jones, Indianapolis, Ind. The 
Journal of Laboratory and Clinical Medicine. Vol. 
22, No. 6, March, 1937. 


Jones reports the results of Schick testing three 
hundred and forty-four children between seven 
and twenty years of age who had been in previous 
years immunized to diphtheria, or had been found 
immune as follows: 

Found Schick positive and rendered "Schick nega- 
tive— 

By toxin anti-toxin eight years ago; now 

eae 5% 

By toxoid six years ago; now ‘positive... 14.3% 

By toxoid five years ago; now positive........7.1% 

By toxoid four years ago; now positive 6.7% 

By alum precipitated toxoid two years eer 


a I cae a a 0% 
By alum precipitated toxoid sixteen months 
ee ae eee 3.2% 


Of those found Schick negative eight years ago, 
with no history of immunization, twenty-three per 
cent are now positive. No similar reversion has oc- 
curred in any subsequent group. 

Eleven per cent of the whole group gave psuedo- 
reactions, of which twenty-seven per cent were 
also Schick positive. No pseudo-reaction occurred 
under thirteen years of age. His data agrees with 
those of other workers, indicating that alum pre- 
cipitated toxoid is a better immunizing agent than 
toxoid; and toxoid in turn is better than toxin- 
antitoxin mixture and that this immunity is just 
as lasting after alum precipitated toxoid. 


Oil Aspiration Pneumonia: Report of Two Autop- 
sied Cases in Adults. By George H. Fetterman, 
M.D., Mayview, Pa. The Journal of Laboratory 
and Clinical Medicine. Vol. 22, No. 6, March, 1937. 


Fetterman reports two fatal cases of oil aspira- 
tion pneumonia in adults. Both patients had diffi- 
culty in swallowing. In one the aspiration occurred 
with the administration of two one-half ounce doses 
of mineral oil, in the other, following repeated one 
ounce doses. At autopsy all of the stages of pul- 
monary reactivity to oil were encountered in one 
or the other of the cases, from intra- 


alveolar phagocytosis of fine oil droplets early in 


the process, to the formation of densely fibrous for- 
eign body granulomas about large oil droplets late 
in the disease. 

Although oil aspiration pneumonia is not always 
fatal, care should be taken in the administration of 
oil containing substances to infants and adults as 
well. 

COMMENT 

Autopsy experiences and to some extent clinical 
observations have led me to the belief that aspira- 
tion pneumonia deserves considerably more serious 
thought and attention than received. Evidences of 
material having been aspirated and along with 
it patches of pneumonia in keeping so far as the 
location and other histological evidences are con- 
cerned, with results which might be expected from 
the aspiration of infected foreign material, is not 
an uncommon finding in connection with the study 
of autopsy material. It is doubtless true that most 
cases a few hours or longer before death go through 
a state wherein the normal cough reflexes and 
other natural protective reactions such as change 
in position, general resistancy, etc., are reduced to 
a minimum. However, it seems to me not unlikely 
that during certain stages of disease when aspira- 
tion pneumonia occurs preagonal states or possibly 
undue sedation that a patient may succumb to the 
effects of the pneumonia and would perhaps other- 
wise have been able to carry the necessary load 
and survive. 


Clinical and Experimental: The Effect of Blood 
Pressor Episodes on Basophilic Aggregation 
Counts. By G. Howard Gowen, M.D., Springfield, 
Ill. The Journal of Laboratory and Clinical Medi- 
cine. Vol. 22, No. 6, March, 1937. 


Gowen has previously shown that in normal in- 
dividuals the basophilic aggregation reticulocyte 
count varies with daily meteorologic alterations, in- 
creasing during periods of low temperature and 
high barometeric pressure. The maximum varia- 
tion is seven hundred fifty to ten thousand baso- 
philic aggregations per million red blood cells. 

He now shows a similar correlation in an ar- 
teriosclerotic male patient and in two experimentai 
rabbits. Furthermore, following intravenous pitres- 
sin injections the rabbits repeatedly showed both 
an increase in the average basophilic aggregation 
counts and an increase in the fluctuations con- 
comitant with the meteorologic changes. These 
results are in accordance with the assumption that 
the peaks normally occur as a result of bone mar- 
row stimulation due to anoxia. Other workers have 
found that experimental reduction of barometeric 
pressure results in reticulocytosis in rats, and that 
pitressin injections result after five days in a 
reticulocytosis as high as fifty per cent. 


By C. E. BRADLEY, M.D. 


Tremors of the Newborn (Birth Shock), Tetany 
and Nervous Disturbances in Children—Clinical 
Observations and Treatment. Harry B. Litch- 
field, M.D., Brooklyn, New York. American Jour- 
nal Diseases of Children, Vol. 52, No. 6, Decem- 
ber, 1936, Pages 1312-18. 


The author discusses the beginning symptoms of 
tetany and their general care and treatment, and 
then discusses two series of cases; the first, of 
new born children, manifesting tremor, irritability, 
and low blood calcium levels, together with a con- 
trol group; the second consisting of older children 
manifesting nervous disturbances and tetany. 


A new drug, a double salt of calcium lactobionate 
and calcium bromide, which is easily soluble in 
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water, pleasant to taste when administered in the 
form of granules containing forty per cent of the 
salt mixed with sugar, and which is non-irritating 
to the gastro-intestinal tract even in children 
whose symptoms included vomiting, was given to 
both groups of children. 

The first series of infants were given an ordinary 
formula, with two one-half teaspoon doses of the 
new drug daily, beginning forty-eight hours after 
birth. They showed marked improvement with a 
rise in the calcium level and disappearance of the 
nervous symptoms in from four to ten days. The 
control group of infants were given the same form- 
ula, without the drug for ten days. They continued 
to have low calcium levels and the nervous symp- 
toms remained the same or became worse and 
usually they lost weight and became dehydrated. 
On the tenth day, the new drug was added to their 
formulas and they began to make marked and 
rapid improvement. 

The children in the older series were three years, 
five years and thirteen months old, respectively. 
All had had nervous symptoms since birth. The 
first two were given one tablespoon of the drug 
twice daily and the third received it three times 
daily. They showed marked improvement after ad- 
ministration of the drug, and in one case where it 
was discontinued for a short time, the symptoms 
recurred, until the drug was again administered. 


Pneumococcic Pneumonia in Infants and Children. 
Jessie G. M. Bullova, M.D., and Evelyn Green- 
baum, New York. American Journal Diseases of 
_— Vol. 53, No. 1, January, 1937, Pages 22- 


A study of 538 cases of pneumococcic penumonia 
in infants and children in relation to the incidence 
and mortality of the thirty-two types which have 
been classified to date is reported. 

The type of pneumococcus was determined by the 
culture of (1) material from the throat, (2) blood 
or, (3) material obtained by means of transthoracic 
lung section. In the first group the throat was 
swabbed, some of the mucus or sputum obtained, 
then the swab was placed in blood broth, incubated 
four hours, and the type identified by Sabin’s mouse 
inoculation and agglutination method. In the sec- 
ond group, three cc. of blood were collected and 
divided for use in duplicate plates and culture in 
broth which supported a good growth of pneumo- 
cocci. In the third instance, the materia] obtained 
by lung puncture was cultured in broth, and the 
type identified by either the Neufeld or Sabin 
technic. 

The most frequently observed type of pneumo- 
coccus was XIV; it was found in approximately 
15.4 per cent of the five hundred thirty-nine cases. 
Type I occurred in almost fifteen per cent of the 
cases. Type VI (type XXVI is now called VI-B 
and is included with the type VI) occurred in 10.2 
per cent of the cases. Types IV, V, ITI, XIX, and 
VII, named in the order of their incidence, were 
seen in more than three per cent of the cases and 
in approximately thirteen per cent of the cases 
the “X” or unclassified type was observed. 

Seventeen and nine-tenths per cent of the two 
hundred sixty-two cases in infants under two years 
of age were produced by type XIV; thirteen per 
cent by type VI; 7.3 per cent by XIX; and only 
five per cent by type I; in thirty-nine cases the 
organism was unclassified, and there were seven 
instances of multiple invasion. 

In the two hundred seventy-seven cases in which 
the children were over two years of age, type I was 
the cause of almost twenty-four per cent; thirteen 


per cent was due to type XIV; almost eight per 
cent to type V; seven per cent to type VI; six per 
cent to type IV; and over three per cent to type 
VII. Types II, VIII and XIX were each observed 
in six cases, and there were eight cases of multiple 
invasion. 

The mortality rate in relation to the number of 
cases observed was given, and it was noted that 
often the cases produced by the unusual types 
terminated fatally, although this was not always 
the case. The high death rate for the infrequently 
encountered types XVI, XVII and XXIII is note- 
worthy. In the cases due to type XVI, two out of 
the seven terminated fatally; in those due to type 
XVII, one out of three, and to type XXIII, four out 
of nine. 

Although the mortality rate varies greatly with 
the age of the patient, the type of the organism, 
and the type of the pneumonia, it was evident that 
the death rate was usually higher for the same 
type in infants under two years of age than in 
those over two. Pneumococcic pneumonia is fatal 
three times as often in children under two years 
as it is in those older. At all ages bronchopneu- 
monia is fatal more than twice as often as lobar 
pneumonia. 

It is not safe to infer that the organism obtained 
from the lungs during the infection was necessari- 
ly responsible for the subsequent or concurrent as- 
sociated conditions in the chest or meninges. 
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The Use of Benzedrine Inhaler in Children 

Scarano and Coppolino (Arch. Pediat., 54, 97, 
Feb., 1937) report on the use of Benzedrine (benzyl 
methyl carbinamine, S.K.F.) in vapor phase in one 
hundred cases of nasal congestion in children. The 
ages of the group ranged between two months and 
twelve years, with eleven under one year of age. 

In ninety-seven per cent, or all but three cases, 
Benzedrine vapor diminished engorgment, estab- 
lished ventilation and relieved congestion promptly 
and effectively. With nursing infants this form of 
therapy was particularly effective. 

Discomfort following administration was mild 
and infrequent and in no instance severe enough 
to cause discontinuance of treatment. No systemic 
reactions such as restlessness or sleeplessness were 
observed; nor did continued use produce tolerance, 
atony or bogginess. 

The authors conclude that Benzedrine Inhaler 
therapy is effective and acceptable to the child pa- 
tient. At the same time it tends to eliminate the 
pain and discomfort which so often complicate 
the administration of liquid vasoconstrictors. 


— * 
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Auricular Fibrillation: Its Influence on Course of 
Hypertensive Heart Disease 

Auricular fibrillation, the most common form of 
arrhythmia in hypertensive heart disease, occurred 
in one hundred fifty-eight (25.3 per cent) of six 
hundred twenty-three patients with hypertension 
analyzed by Nathan Flaxman, Chicago ‘Journal 
A. M. A., March 6, 1937). It definitely influenced 
the course of the disease in forty-four patients 
(278 per cent) in whom the rapid irregularity 
preceded and precipitated the congestive heart fail- 
ure and led to an early death from this cause 
within one month after the onset in eight (18.1 
per cent) of the forty-four patients. When the 
auricular fibrillation occurred after congestive 
heart failure had been present from one month to 
several years, it had no apparent influence on the 
course of the disease except in relation to the cause 
of death and the comparative absence of additional 
occurrences common to appear in hypertensive pa- 
tients. 
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ing, Oklahoma City; Dr. R. B. Gibson, Ponca City. 


Scientific Work: Dr. A. E. Aisenstadt, Chairman, Picher; 
Dr. W. G. Husband, Hollis; Dr. Paul Hemphill, Pawhuska. 
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SCIENTIFIC SECTIONS 





General Surgery: Dr. G. E. Stanbro, Chairman, Medical 
Arts Building, Oklahoma City; Dr. S. E. Kernodle, Vice- 
Chairman, Medical Arts Building, Oklahoma City; Dr. 
H. M. McClure, Secretary, Chickasha. 

General Medicine: Dr. E. H. Shuller, Chairman, Mc- 
Alester Clinic, McAlester; Dr. H. A. Ruprecht, Vice-Chair- 
man, 604 South Cincinnati, Tulsa; Dr. M. F. Jacobs, Medi- 
cal Arts Building, Oklahoma City. 

Eye, Ear, Nose and Throat: Dr. H. F. Vandever, Chair- 
man, Enid; Dr. L. C. McHenry, Vice-Chairman, Medical 
Arts Building, Oklahoma City; Dr. Arthur H. Davis, Secre- 
tary, Medical Arts Building, Tulsa. 


Obstetrics and Pediatrics: Dr. Geo. H. Garrison, Chair- 


man, 1200 North Walker, Oklahoma City; Dr. M. B. Glis- 
mann, Vice-Chairman, Okmulgee; Dr. C. W. Arrendell, 
Secretary, Ponca City. 

Genito-Urinary Diseases and Syphilology: Dr. Halsell 
Fite, Barnes Building, Muskogee, Chairman; Dr. A. R. Rus- 
sell, McAlester Clinic, McAlester, Vice-Chairman; Dr. C. B. 
Taylor, Medical Arts Building, Oklahoma City, Secretary. 

Dermatology and Radiology: Dr. C. P. Bondurant, Medi- 
cal Arts Building, Oklahoma City, Chairman; Dr. James 
Stevenson, Medical Arts Building, Tulsa, Vice-Chairman ; 
Dr. P. B. Champlin, Enid, Secretary. 
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STATE BOARD OF MEDICAL EXAMINERS 





Dr. Thos. McElroy, Ponca City, President; Dr. C. E. 
Bradley, Tulsa, Vice-President; Dr. J. D. Osborn, Jr., Fred- 
erick, Secretary; Dr. L. E. Emanuel, Chickasha; Dr. W. T. 
Ray, Gould; Dr. G. L. Johnson, Pauls Valley; Dr. W. W. 
Osgood, Muskogee. 
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STATE COMMISSIONER OF HEALTH 
Dr. Chas. M. Pearce, Oklahoma City. 





COUNCILORS AND THEIR COUNTIES 


District No. 1: Texas, Beaver, Cimarron, Harper, Ellis, 
Woods, Woodward, Alfalfa, Major, Dewey—Dr. O. E. Temp- 
lin, Alva. (Term expires 1937.) - 

i 2: er Mills, Beckham, Greer, Harmon, 
ag ly a. Jackson, Tillman—Dr. H. K. Speed, 
Sayre. (Term expires 1938.) 

District No. 3: Grant, Kay, Garfield, Noble, Payne, Paw- 
nee—Dr. A. S. Risser, Blackwell. (Term expires 1938.) 

District No. 4: Blaine, Kingfisher, Canadian, Logan, 
Oklahoma, Cleveland—Dr. Philip M. McNeill, Oklahoma City. 
(Term expires 1938.) 

District No. 5: Caddo, Comanche, Cotton, Grady, Love, 
Stephens, Jefferson, Carter, Murray—Dr. W. H. Livermore, 
Chickasha. (Term expires 1938.) 

District No. 6: Osage, Creek, Washington, Nowata, 
Rogers, Tulsa—Dr. W. A. Howard, Chelsea. (Term expires 
1938.) 

District No. 7: Lincoln, Pontotoc, Pottawatomie, Ok- 
fuskee, Seminole, McClain, Garvin, Hughes—Dr. J. A. 
Walker, Shawnee. (Term expires 1939.) 

District No. 8: Craig, Ottawa, Mayes, Delaware, Wag- 
oner, Adair, Cherokee, Sequoyah, Okmulgee, Muskogee—Dr. 
E. A. Aisenstadt, Picher. (Term expires 1939.) 

District No. 9: Pittsburg, Haskell, Latimer, LeFlore, Mc- 
Intosh—Dr. L. C. Kuyrkendall, McAlester. (Term expires 
1939.) 

. 10: Johnson, Marshall, Coal, Atoka, Bryan, 
aaa FRA McCurtain—Dr. J. S. Fulton, Atoka. 
(Term expires 1939.) 





CLASSIFIED ADVERTISEMENTS 





FOR SALE AT A BARGAIN 
Brand New Wappler Model F. Endotherm Equip- 
ment on Mobile Table; consists of Endotherm Unit, 
Mobile Table, and all accessories, including two 
Light High Frequency Cords, one Simplex Foot- 
switch with cable, one Ward Acusector Handle, 15 





Corp., 715 Lake St., 


FOR SALE—Complete X-Ray with all necessary 
overhead material, 2 X-Ray tubes, 5 Cassettes, 
Bucky Diaphragm, Developing Tank, Frames, etc. 
Campbell Tilt Table for Fluoroscopic work, McIn- 
tosh Polysine. 16-Plate Static machine. Phone 
4-1344. R. Fluhr, 833 N. W. 35th St., Oklahoma City. 
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